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NONDEPARTMENTAL WITNESSES
OPENING STATEMENT OF CHAIRMAN DANIEL K. INOUYE

Chairman INOUYE. First, I'd like to apologize to all of you for this
lateness. Last night we were deluged with thunderstorms, and I
live in Rockville, Maryland. It took me 2 hours to get in. No traffic
lights, and American drivers without traffic lights.

So I'd like to welcome all of you to this hearing to receive testi-
mony pertaining to the various issues related to defense appropria-
tions requests. Because we have so many witnesses, I will have to
remind the witnesses that they will be limited to 4 minutes apiece.
I'm sorry about that.

At this point I'd like to recognize my vice chairman, Senator
Cochran.

STATEMENT OF SENATOR THAD COCHRAN

Senator COCHRAN. Mr. Chairman, thank you. It’s a pleasure to
join you in welcoming the witnesses to the hearing. We appreciate
your interest in our work and it will make a contribution to helping
improve our national security and the work we do here in sup-
porting our military forces and related interests around the world.

Chairman INOUYE. Our first witness is Dr. Matthew King of the
American Thoracic Society. Dr. King.

STATEMENT OF MATTHEW KING, M.D., ON BEHALF OF THE AMERICAN
THORACIC SOCIETY

Dr. KING. Mr. Chairman, members of the subcommittee: Thank
you for hearing me today. My name is Matt King. I'm a pulmonary
physician in Nashville, Tennessee, and I've worked at both Vander-
bilt University and the Nashville Veterans Administration (VA)
Hospital with military personnel and veterans.

I'm testifying today on behalf of the American Thoracic Society,
which is a medical professional organization dedicated to the pre-
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vention, treatment, and cure of lung disease. Many of the members
of the American Thoracic Society work in the military and with the
VA, and as such we've become deeply concerned with the res-
piratory issues that some of our military personnel are suffering.

There is a real cause for concern here. As you may have read in
the New York Times over the weekend, there have been several
studies reporting a startling number of respiratory disorders in our
military personnel returning from Iraq and Afghanistan. In fact,
military personnel that have served in Iraq and Afghanistan are
reporting severe respiratory diseases at a rate seven times higher
than people who are serving elsewhere.

Studies have documented increases in asthma, fixed obstructive
lung disease, allergic rhinitis, and several other rare pulmonary
disorders. I personally have been involved in a study that’s going
to be published next month of 50 veterans returning from Iraq and
Afghanistan that have a rare incurable pulmonary disease caused
constrictive bronchiolitis. These patients often have normal pul-
monary function tests, but, despite their normal tests, are having
severe respiratory symptoms.

We don’t know exactly why, but Iraq and Afghanistan veterans
are exposed to a number of inhalational insults, ranging from dust
storms to inhaled smoke from burn pits to aerosolized metal and
chemicals from exploding improvised explosive devices (IEDs), blast
overpressure or shock waves to the lung, outdoor allergens such as
date pollen, and indoor allergens such as the mold aspergillus. We
think many of these are contributing. We've identified many res-
{)iratory illnesses, but we really don’t know the scope of the prob-
em.

So there are several questions: What are the key causative
agents? How many veterans are experiencing this disease? What is
the best way to identify and treat the servicemen and women? At-
tention is needed to address these and other important questions.

The American Thoracic Society recommends the following steps:
All service men and women should have pre- and post-deployment
pulmonary function testing. The Department of Defense (DOD) and
VA should support projects to establish a more comprehensive nor-
mative pulmonary function test database used to evaluate military
men and women. The DOD and VA should jointly create and fund
a program to study the respiratory exposures that may be contrib-
uting to these respiratory illnesses. Potential goals of this kind of
research program could include identifying the exact agents to
which people are exposed and that may be causing the illnesses,
considering potential population-based and individual interventions
that could prevent or at least reduce exposure to these causative
agents, and supporting research and to improve prevention, detec-
tion, and treatments for deployment-related respiratory diseases.

Also, the DOD and VA should consider establishing centers of ex-
cellence to enhance research and clinical treatment of these service
men and women that are returning with deployment-related res-
piratory illnesses.

Finally, we believe that the DOD and VA should create a stand-
ard administrative approach to determining respiratory disability
for the Operation Iraqi Freedom and Enduring Freedom service
personnel.
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Thank you. The American Thoracic Society appreciates the op-
portunity to testify here. I'd be happy to answer any questions.
[The statement follows:]

PREPARED STATEMENT OF DR. MATTHEW KING

The American Thoracic Society appreciates the opportunity to testify before the
Senate Department of Defense Appropriations Subcommittee regarding the fiscal
year 2012 budget.

The American Thoracic Society is a medical professional society of over 15.000
members who are dedicated to the prevention, detection, treatment and cure of res-
piratory, sleep and critical care related illnesses. Our physicians, nurses, respiratory
therapists and basic scientists are engaged in research, education and advocacy to
reduce the worldwide burden of respiratory diseases.

Many members of the American Thoracic Society service as researchers and clini-
cians in the U.S. military and at VA medical centers. As such, we are deeply con-
cerned about the respiratory health of U.S. military personal.

And there is cause for concern.

A surprising number of returning service men and women from Iraq and Afghani-
stan are experiencing moderate to server respiratory diseases. There are several
anecdotes of military personal who were elite athletes—marathon runners, road cy-
clists—before deployment are no longer able to complete the 2 mile physical readi-
ness run. Even more puzzling, is in many cases, these service men and women have
normal pulmonary function text values. Despite having normal pulmonary function
test values, these service members severely de-saturate during exercise.

Physicians have described a new disease called Iraq-Afghanistan War lung injury
(IAW-LI), among soldiers deployed to these countries as part of Operation Iraqi
Freedom, Operation Enduring Freedom, and Operation New Dawn. Not only do sol-
diers deployed to Iraq and Afghanistan suffer serious respiratory problems at a rate
seven times that of soldiers deployed elsewhere, but the respiratory issues they
present with show a unique pattern of fixed obstruction in half of cases, while most
of the rest are clinically reversible new-onset asthma, in addition to the rare inter-
stitial lung disease called nonspecific interstitial pneumonitis associated with inha-
lation of titanium and iron.

Iraq and Afghanistan veterans are faced with a barrage of respiratory insults, in-
cluding: (1) dust from the sand, (2) smoke from the burn pits, (3) aerosolized metals
and chemicals from exploded IEDs, associated with (4) blast overpressure or shock
waves to the lung, (5) outdoor aeroallergens such as date pollen, and (6) indoor
aeroallergens such as mold aspergillus. Researchers have experimentally exposed
mouse models to samples of the dust taken from Iraq and Afghanistan and found
that it produces extreme histological responses, underscoring the severe exposures
that these soldiers undergo.

A case series study was recently presented at the American Thoracic Society
international conference by Robert Miller, MD, of Vanderbilt University. Dr. Miller
discussed a cohort of patients with constrictive bronchiolitis who were deployed in
Iraq.

While clinicians and researchers have defined the condition, there is much we
don’t know. There are uncertainties regarding the number of service men and
women who are experiencing deployment related respiratory illnesses. Complicating
both clinical and research efforts is that fact that deployed troops do not receive pre
and post deployment pulmonary function tests—in this case a simple spirometry
test—that would help doctors know the extent of lung damage.

Further challenges include the spectrum of possible lung diseases that may be oc-
curring from Southwest Asia exposures, such as asthma, constrictive bronchiolitis,
acute eosinophilic pneumonia and rhinosinusitis, and the variability in exposures
that may confer risk, including particulate matter from desert dusts, burn pits, vehi-
cle exhaust and tobacco smoke.

Clinicians face a different set of challenges with this patient population, including
the role of targeted medical surveillance in determining need for further respiratory
diagnostic evaluation, and, importantly, the role of surgical lung biopsy in clinical
diagnosis of post-deployment lung disease.

Attention is needed to address the respiratory illnesses suffered by returning serv-
ice men and women. The ATS recommends the Department of Defense and the De-
partment of Veterans Affairs take the following steps:

—The American Thoracic Society recommends all military personal deployed in

combat receive a pre- and post-deployment pulmonary function test.
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—Support projects to establish more comprehensive normative pulmonary func-
tion test values for military men and women.

—The Department of Defense and the Department of Veterans Affairs jointly cre-
ate and fund a program to study respiratory exposures of servicemen and
women deployed in Iraq and Afghanistan. Potential goals of this joint research
program could include:

—Identify likely agents responsible for respiratory illnesses of returning OEF
and OIF personal;

—Consider potential population based and individual interventions to prevent
or reduce exposure to causative agents; and

—Support research into improved prevention, detection and treatments for de-
ployment-related respiratory disease.

—Establish Centers of Excellence to facilitate improved research and clinical
treatment of service men and women experiencing severe deployment-related
respiratory illnesses.

—The Department of Defense and the Department of Veterans Affair consider ad-
ministrative standardized approaches to determining respiratory disability for
deployment related respiratory illnesses.

The American Thoracic Society appreciates the opportunity to testify before the

House Department of Defense Appropriations Subcommittee. We would be happy to
answer any questions or provide follow up information.

Chairman INOUYE. Dr. King, I thank you very much. Will you
shar;a with this subcommittee the results of your testing, your find-
ings?

Dr. KING. Of my personal study?

Chairman INOUYE. Yes.

Dr. KiNG. We have had 80 to 100 people from Fort Campbell in
Kentucky referred to Vanderbilt University, where we’ve done ex-
tensive testing in patients, in whom we were unable to identify any
other cause of potential respiratory symptoms. We did open-lung
biopsies and found this constrictive bronchiolitis, which is an un-
treatable and irreversible condition, to which we speculate it is a
reaction to some inhalational toxin experienced in Southwest Asia.

Chairman INOUYE. Thank you.

Senator Cochran.

Senator COCHRAN. I think we owe you a debt of gratitude and
thanks for bringing this to our attention. I think you can be as-
sured we'll look into it and try to make a decision that responds
to the challenge.

Dr. KING. Thank you very much.

Chairman INOUYE. Senator Shelby.

Senator SHELBY. No comments. I just want to hear the witnesses.
Thank you, Mr. Chairman.

Chairman INOUYE. Thank you.

Our next witness is Ms. Dee Linde of the Dystonia Medical Re-
search Foundation. Ms. Linde.

STATEMENT OF DEE LINDE, PATIENT ADVOCATE, DYSTONIA MEDICAL
RESEARCH FOUNDATION

Ms. LINDE. Thank you, Mr. Chairman, and aloha nui loa to you.

Mr. Chairman and members of the Senate Defense Appropria-
tions Subcommittee: Thank you for the opportunity to testify today.
My name is Dee Linde and I am a dystonia patient and volunteer
with the Dystonia Medical Research Foundation, or DMRS. As a
veteran and former Navy petty officer, I am honored to testify be-
fore this subcommittee.

The DMRS is a patient-centered nonprofit organization dedicated
to serving dystonia patients and their families. Dystonia is a neuro-
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logical movement disorder that causes muscles to contract and
spasm involuntarily. Dystonia is a chronic disorder whose symp-
toms vary in degrees of frequency, intensity, disability, and pain.
Dystonia can be generalized or focal. Generalized dystonias affect
all major muscle groups, resulting in twisting repetitive movements
and abnormal postures. Focal dystonias affect a specific part of the
body, such as the legs, arms, eyelids, or vocal cords.

Dystonia can be hereditary or caused by trauma, and it affects
approximately 300,000 persons in the United States. At this time
there is no cure for dystonia and treatment is highly individual-
ized. Patients frequently rely on invasive therapies.

In 1995, after my Navy career, I started feeling symptoms for
what would later be diagnosed as tardive dystonia, which is medi-
cation-induced dystonia. The symptoms started as uncontrollable
shivering sensations. Over the next 2 years, the symptoms contin-
ued to worsen and I started feeling like I was being squeezed in
a vise. My diaphragm was constricted and I couldn’t breathe. I also
had blepharospasm, a form of dystonia that forcibly shut my eyes,
leaving me functionally blind even though there was nothing wrong
with my vision.

My dystonia affected my entire upper body and for years my
spasms wouldn’t allow me to sit in a chair or sleep safely in bed
with my husband. I spent those years having to sleep and even eat
on the floor.

After I developed dystonia, I was forced to give up my private
practice as a psychotherapist. Since I am a veteran, I receive all
my medical care through the VA system. In 2000, I underwent sur-
gery to receive deep brain stimulation (DBS). The neurosurgeon
implanted leads into my brain that emit constant electrical pulses
which interrupt the bad signals and help control my symptoms.
Thanks to DBS, I have gone from being completely nonfunctional
to having the ability to walk and move like a healthy individual.
I'm happy to say that I am now almost completely symptom free.

The DMRS has received reports that the incidence of dystonia in
the United States has noticeably increased since our military forces
were deployed to Iraq and Afghanistan. A June 2006 article in
Military Medicine titled “Post-Traumatic Shoulder Dystonia in an
Active Duty Soldier” stated that: “Dystonia after minor trauma can
be as crippling as a penetrating wound, with disability that renders
the soldier unable to perform his duties.”

Awareness of this disorder, dystonia, is essential to avoid
mislabeling and possibly mistreating a true neurological disease.
The Department of Defense peer-reviewed medical research pro-
gram is the most essential program studying dystonia in military
and veteran populations, and I myself was the consumer reviewer
on this panel. This program is critical to developing a better under-
standing of the mechanisms connecting trauma and dystonia.

The dystonia community would like to thank the subcommittee
for adding dystonia to the list of conditions eligible for study under
the program in the fiscal year 2010 and 2011 defense appropriation
bills. We urge the subcommittee to maintain dystonia as an eligible
condition in the defense peer-reviewed medical research program in
fiscal year 2012.
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Thank you for allowing me the opportunity to address the sub-
committee today.

Chairman INOUYE. Ms. Linde, I thank you very much for your
testimony and we will do our best.

Ms. LINDE. Thank you.

Chairman INOUYE. Senator Cochran.

Senator COCHRAN. Mr. Chairman, I have nothing further to add.
We appreciate your presence and your advice and observations for
the benefit of the subcommittee.

Chairman INOUYE. Senator Shelby.

Senator SHELBY. Nothing to add either, but I appreciate all of
you being here.

Ms. LINDE. Thank you.

Chairman INOUYE. Thank you very much.

[The statement follows:]

PREPARED STATEMENT OF DEE LINDE

Mr. Chairman and members of the Senate Appropriations Defense Subcommittee,
thank you for the opportunity to testify today. My name is Dee Linde, and I am
a dystonia patient and volunteer with the Dystonia Medical Research Foundation
or “DMRF.” T am also a former Navy service member and I am honored to testify
before this subcommittee. The DMRF is a patient-centered, nonprofit organization
dedicated to serving dystonia patients and their families. The DMRF works to ad-
vance dystonia research, increase dystonia awareness, and provide support for those
living with the disorder.

Dystonia is a neurological movement disorder that causes muscles to contract and
spasm involuntarily. Dystonia is not usually fatal, but it is a chronic disorder whose
symptoms vary in degrees of frequency, intensity, disability, and pain. Dystonia can
be generalized or focal. Generalized dystonia affects all major muscle groups, result-
ing in twisting repetitive movements and abnormal postures. Focal dystonia affects
a specific part of the body such as the legs, arms, hands, neck, face, mouth, eyelids,
or vocal chords. Dystonia can be hereditary or caused by trauma, and it affects ap-
proximately 300,000 persons in the United States. At this time, there is no cure for
dystonia and treatment is highly individualized. Patients frequently rely on invasive
therapies like botulinum toxin injections or deep brain stimulation (DBS) to help
manage their symptoms.

In 1995, after my Navy career, I started feeling symptoms for what would later
be diagnosed as tardive dystonia, which is medication-induced dystonia. The symp-
toms started as an uncontrollable shivering sensation that often prompted people
to ask me if I was cold. Over the next 2 years, the symptoms continued to worsen
and I started feeling like I was being squeezed: my diaphragm was constricted and
I couldn’t breathe. I also had belpharospasm which meant that my eyes would shut
forcibly and uncontrollably, leaving me functionally blind even though there was
nothing wrong with my vision.

The tardive dystonia affected my entire upper body and for years my spasms
didn’t allow me to sit in a chair, or sleep safely in the bed with my husband. As
a family joke, my mother made my husband a nose guard to wear because I kept
hitting him during the night. I spent those years having to sleep and even eat on
the floor. Before I developed dystonia, I had my own private practice as a licensed
psychotherapist which I had to give up as a result of my spasms.

Because I have other service-connected disabilities and am considered 100 percent
unemployable, I receive care at the Veterans hospital in Portland, Oregon. In 2000,
I underwent surgery to receive deep brain stimulation (DBS). The surgeons im-
planted leads into my basil ganglia which is the part of the brain that controls
movement. The leads emit electric pulses that interrupt the bad signals that my
brain is sending to my body and allow me to control my movement. Thanks to DBS,
I have gone from being completely non-functional, to having the ability to walk and
to move like a healthy individual. I am happy to say that I am now almost com-
pletely symptom free. The battery packs for the DBS are implanted under my
clavical, and I used to return to the hospital every 2 years to surgically replace
them. In 2010, I had the new rechargeable battery implanted. This battery lasts for
9 yeﬁrs, and now I literally “recharge my batteries” for 2.5 hours at the end of every
week.
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The DMRF has received reports that the incidence of dystonia in the United
States has noticeably increased since our military forces were deployed to Iraq and
Afghanistan. This recent increase is widely considered to be the result of a well-doc-
umented link between traumatic injuries and the onset of dystonia. A June 2006
article in Military Medicine, titled “Post-Traumatic Shoulder Dystonia in an Active
Duty Soldier” reported on dystonia experienced by military personnel and stated
that “Dystonia after minor trauma can be as crippling as a penetrating wound, with
disability that renders the soldier unable to perform his duties . . . awareness of
this disorder [dystonia] is essential to avoid mislabeling, and possibly mistreating,
a true neurological disease.” As military personnel remain deployed for longer peri-
ods, we can expect dystonia prevalence in military and veterans populations to con-
tinue to rise.

Although Federal dystonia research is conducted through a number of medical
and scientific agencies, the Department of Defense (DOD) Peer-Reviewed Medical
Research Program remains the most essential program studying dystonia in mili-
tary and veteran populations. This program is critical to developing a better under-
standing of the mechanisms connecting trauma and dystonia. The DMRF would like
to thank the Subcommittee for adding dystonia to the list of conditions eligible for
study under the DOD Peer-Reviewed Medical Research Program in the fiscal year
2010 and 2011 Defense Appropriation bills. The DMRF is excited to report that
dystonia researchers were granted two awards in fiscal year 2010. We urge the
Committee to maintain dystonia as a condition eligible for study through the Peer-
Reviewed Medical Research Program in fiscal year 2012.

Thank you again for allowing me the opportunity to address the Subcommittee
today. I hope you will continue to include dystonia as a condition eligible for study
under the DOD Peer-Reviewed Medical Research Program. Below is a poem that I
composed during one of my most difficult moments, and I hope this poem provides
greater insight to the hardships and loneliness faced in enduring this disorder.

DYSHARMONIA

The twitch ! doctor says it’s dystonia
Which is far from the likes of harmonia
The muscles don’t work in dystonia
But how graceful they are in harmonia
I can walk down the street

Without two left feet

I can hold my head high

Not low like a geek

I can keep both my eyes wide open
And swallow my food without chokin’
But that’s with harmonia

And T've got dystonia

Which leaves me just feelin’

Alonia

1twitch doctor = Movement Disorder Specialist.

Chairman INOUYE. Our next witness is Ms. Barbara Zarnikow,
Interstitial Cystitis Association.

STATEMENT OF BARBARA ZARNIKOW, CO-CHAIR, INTERSTITIAL CYS-
TITIS ASSOCIATION

Ms. ZARNIKOW. Chairman Inouye, Ranking Member Cochran,
and distinguished members of the Defense Subcommittee: Thank
you for the opportunity to testify today, to present testimony today
on interstitial cystitis, commonly known as “IC.” I am Barbara
Zarnikow from Buffalo Grove, Illinois. I am an IC patient and co-
chair of the Interstitial Cystitis Association, a nonprofit organiza-
tion which provides advocacy, research funding, and education for
patients living with IC.

IC is a chronic debilitating condition characterized by recurring
pain, pressure, and discomfort in the bladder and pelvic region. It
is often associated with frequent and urgent urination. There is no
known cause and it can take years to diagnose because it is often
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misdiagnosed. There is not a test to diagnose IC, so it is diagnosed
through the process of elimination of other diseases with similar
symptoms.

IC affects an estimated 3 to 8 million women in the United
States and is often believed to be primarily a women’s disease.
However, recent research shows that 1 to 4 million men suffer from
IC as well. IC is a debilitating disease that has an impact on the
quality of life similar to what’s been reported by individuals suf-
fering from end stage renal disease and rheumatoid arthritis. IC
can cause patients to suffer from severe pain, sleep deprivation,
high rates of depression, anxiety, and overall decline in quality of
life. IC affects all aspects of a patient’s life.

A study conducted between 1992 and 2002 found that approxi-
mately 1.4 percent of veterans served by the Veterans Health Ad-
ministration were being treated for IC. The study also showed a 14
percent increase in patients being treated for IC in VHA during
this same period.

IC is currently part of the Department of Defense peer-reviewed
medical research program. This is so important because studies
have shown that the incidence of IC in our population is much
higher than previously thought.

A prime example of how IC can impact members of the military
is former Navy Captain Gary Mowrey, retired, who was forced to
cut his career short as a result of IC. Captain Mowrey was in the
Navy for 25 years and has served as commander of the VAQ133
Squadron, operations officer on the USS Dwight D. Eisenhower,
chief of the Enlisted Performance Division in the Bureau of Naval
Personnel, and earned a Southwest Asia Service Medal with two
stars for his service in Operation Desert Storm.

In 1994 he began to experience significant pelvic pain and could
not always make it to the bathroom. He was not even able to sit
through normal meetings. After months of unsuccessful antibiotic
treatments for urinary tract infections, Captain Mowrey was diag-
nosed with IC, and shortly after retired due to the pain and limita-
tions imposed by IC.

He then attempted to teach high school math, but had to retire
from this position as well due to the pain, frequent urination, and
fatigue associated with having to urinate 20 to 30 times each night.
If you've ever had a bladder infection or know someone who has,
imagine if that infection never went away and you had to live with
these symptoms your entire life. That is IC.

On behalf of IC patients, including many veterans, we request IC
continue to be eligible for the peer-reviewed medical research pro-
gram for fiscal year 2012. Thank you for your time and consider-
ation.

Chairman INOUYE. Ms. Zarnikow, I thank you very much on be-
half of the subcommittee. We appreciate it very much.

[The statement follows:]

PREPARED STATEMENT OF BARBARA GORDON, RD, EXECUTIVE DIRECTOR,
INTERSTITIAL CYSTITIS ASSOCIATION

Chairman Inouye, Ranking Member Cochran, and distinguished members of the
Subcommittee, thank you for the opportunity to present information on Interstitial
Cystitis (IC). The Interstitial Cystitis Association (ICA) provides advocacy, research
funding, and education to ensure early diagnosis and optimal care with dignity for
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people affected by IC. Until the biomedical research community discovers a cure for
IC, our primary goal remains the discovery of more efficient and effective treat-
ments to help patients live with the disease.

IC is a chronic condition characterized by recurring pain, pressure, and discomfort
in the bladder and pelvic region. The condition is often associated with urinary fre-
quency and urgency, although this is not a universal symptom. The cause of IC is
unknown. Diagnosis is made only after excluding other urinary and bladder condi-
tions, possibly causing 1 or more years of delay between the onset of symptoms and
treatment. Men suffering from IC are often misdiagnosed with bladder infections
and chronic prostatitis. Women are frequently misdiagnosed with endometriosis, in-
flammatory bowel disease (IBD), irritable bowel syndrome (IBS), vulvodynia, and
fibromyalgia, which commonly co-occur with IC. When healthcare providers are not
properly educated about IC, patients may suffer for years before receiving an accu-
rate diagnosis and appropriate treatment.

Although IC is considered a “women’s disease,” scientific evidence shows that all
demographic groups are affected by IC. Women, men, and children of all ages,
ethnicities, and socioeconomic backgrounds develop IC, although it is most com-
monly found in women. Recent prevalence data reports that 3 to 8 million American
women and 1 to 4 million American men suffer from IC. Using the most conserv-
ative estimates, at least 1 out of every 77 Americans suffer from IC, and further
study may indicate prevalence rates as high as 1 out of every 28 people. Based on
this information, IC affects more people than breast cancer, Alzheimer’s diseases,
and autism combined.

The effects of IC are pervasive and insidious, damaging work life and produc-
tivity, psychological well-being, personal relationships, and general health. Quality
of life studies have found that the impact of IC can equal the severity of rheumatoid
arthritis and end-stage renal disease. Health-related quality of life in women with
IC is worse than in women with endometriosis, vulvodynia, or overactive bladder
alone. IC patients have significantly more sleep dysfunction, higher rates of depres-
sion, increased catastrophizing, anxiety and sexual dysfunction.

Although IC research is currently conducted through a number of Federal entities,
including the National Institutes of Health (NIH) and the Centers for Disease Con-
trol and Prevention (CDC), the DOD’s Peer-Reviewed Medical Research Program
(PRMRP) remains essential. The PRMRP is an indispensable resource for studying
emerging areas in IC research, such as prevalence in men, the role of environmental
conditions such as diet in development and diagnosis, barriers to treatment, and IC
awareness within the medical military community. Specifically, IC education and
awareness among military medical professionals takes on heightened importance, as
neither the President’s fiscal year 2012 budget request nor the Centers for Disease
Control and Preventions fiscal year 2011 Operating Plan include renewed funding
for the CDC’s IC Education and Awareness Program.

On behalf of ICA, and as an IC patient, I would like to thank the Subcommittee
for including IC as a condition eligible for study under the DOD’s PRMRP in the
fiscal years 2010 and 2011 DOD Appropriations bills. The scientific community
showed great interest in the program, responding to the initial grant announcement
with an immense outpouring of proposals. We urge Congress to maintain IC’s eligi-
bility in the PRMRP in the fiscal year 2012 DOD Appropriations bill, as the number
of current military members, family members, and veterans affected by IC is in-
creasing.

Ms. ZARNIKOW. Thank you.

Senator COCHRAN. Thank you for your attendance. We appreciate
your giving us this information and the observations you have
about this problem.

Chairman INOUYE. Senator Shelby.

Senator SHELBY. I thank the whole panel and I thank this
woman who just gave this presentation. This is very interesting. It
affects a lot of people. I know that.

Thank you, Mr. Chairman.

Ms. ZARNIKOW. It does affect a lot of people.

Chairman INOUYE. Thank you very much.

Ms. ZARNIKOW. Thank you.

Chairman INOUYE. Our next witness is Mr. Dane Christiansen,
International Foundation for Functional Gastrointestinal Dis-
orders.
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STATEMENT OF DANE R. CHRISTIANSEN, DEVELOPMENT COORDI-
NATOR, INTERNATIONAL FOUNDATION FOR FUNCTIONAL GAS-
TROINTESTINAL DISORDERS

Mr. CHRISTIANSEN. Chairman Inouye, Ranking Member Cochran,
Senator Shelby, and the distinguished members of the Defense Ap-
propriations Subcommittee: Thank you for the opportunity to
present testimony. My name is Dane Christiansen and I am testi-
fying on behalf of the International Foundation for Functional Gas-
trointestinal Disorders, or IFFGD. We request that the sub-
committee include functional gastrointestinal disorders on the list
of conditions deemed eligible for study through the Department of
Defense peer-reviewed medical research program within fiscal year
2012 defense appropriations legislation.

Founded in 1991, IFFGD is a nonprofit patient-driven organiza-
tion dedicated to helping individuals affected by functional gastro-
intestinal and motility disorders. The phrase “functional gastro-
intestinal disorder” or “functional GI disorder” refers to a family of
conditions where the nerves, muscles, and related mechanisms of
the digestive tract do not function properly. The result is multiple,
persistent, and often painful symptoms, ranging from nausea and
vomiting to altered bowel habit.

Over two dozen functional gastrointestinal disorders have been
identified. Severity ranges from bothersome to disabling and life-
altering. The conditions may strike anywhere along the GI tract.
One thing they have in common is that little is understood about
their underlying mechanisms and as a result little is understood
about treatment.

The few treatments available reduce symptoms in some but not
all patients. These conditions are chronic, costly from a healthcare
standpoint, impair productivity, and exact a tremendous toll in
terms of quality of life. The onset of a functional gastrointestinal
disorders can be triggered by infection of the GI tract and/or severe
stress. Deployed military personnel face an elevated chance of ex-
periencing these risk factors.

The 2010 Institute of Medicine (IOM) report that looked at
health effects of serving in the gulf war concluded that there is suf-
ficient evidence for an association between deployment and symp-
toms consistent with functional gastrointestinal disorders. Func-
tional gastrointestinal disorders are one of the hallmarks of what
was previously described as gulf war syndrome.

The Veterans Administration recognizes a presumption of service
connection for the purposes of soldiers with functional gastro-
intestinal disorders applying for disability benefits.

In order to better articulate the suffering associated with func-
tional gastrointestinal disorders, I would like to be the voice of Dr.
Brennan Spiegel, a physician who regularly sees military personnel
affected by these conditions. I'm quoting now:

“Those of us in the VA are now witnessing a near-epidemic
emerging and that is chronic GI symptoms, like abdominal pain,
nausea, vomiting, and diarrhea. The stories are heartbreaking and
compelling and they are constant and unrelenting. Imagine having
the stomach flu. Now think about having that every day and being
told that we can’t treat it very well.
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“Every Monday morning at the West Los Angeles VA Medical
Center, our clinic cares for at least 5 to 10 patients with service-
related GI symptoms. Recently, a soldier entered my VA exam
room square-jawed and battle-tested. Within minutes, he was cry-
ing, averting eye contact, and trying to explain that his life came
to a near halt after kicking in a door one day in Tikrit. His abdo-
men was burning while in the moment and he stifled nausea to get
through the event. Then, when it was over, he broke from his troop
and threw up. It’s never stopped and that was 2 years ago.

“There are so many other stories like this. We're making
progress, but we don’t have good answers or good treatments.”

Please consider including functional gastrointestinal disorders on
the eligible conditions list for the DOD peer-reviewed medical re-
search program within fiscal year 2012 defense appropriations leg-
islation. This would allow researchers to begin working to better
understand, diagnose, and treat these conditions, particularly as
they impact veterans and active duty military personnel.

Thank you for your time and your consideration of this request.

[The statement follows:]

PREPARED STATEMENT OF NANCY J. NORTON, PRESIDENT AND CO-FOUNDER,
INTERNATIONAL FOUNDATION FOR FUNCTIONAL GASTROINTESTINAL DISORDERS

Thank you for the opportunity to present the views of the International Founda-
tion for Functional Gastrointestinal Disorders (IFFGD) regarding functional gastro-
intestinal disorders (FGIDs) among service personnel and veterans. I am here today
to request that that the Subcommittee include FGIDs as a condition eligible for
study in the Department of Defense (DOD) Peer-Reviewed Medical Research Pro-
gram in fiscal year 2012.

Established in 1991, IFFGD is a patient-driven nonprofit organization dedicated
to assisting individuals affected by functional GI disorders, and providing education
and support for patients, healthcare providers, and the public at large. Our mission
is to inform and support people affected by painful and debilitating digestive condi-
tions, about which little is understood and few (if any) treatment options exist. The
IFFGD also works to advance critical research on functional GI and motility dis-
orders, in order to provide patients with better treatment options, and to eventually
find a cure.

FGIDs are disorders in which the movement of the intestines, the sensitivity of
the nerves of the intestines, or the way in which the brain controls intestinal func-
tion is impaired. People who suffer from FGIDs have no structural abnormality
which makes it difficult to identify their condition using X-rays, blood tests or
endoscopies. Instead, FGIDs are typically identified and defined by the collection of
symptoms experienced by the patient. For this reason, it is not uncommon for FGID
suffers to have unnecessary surgery, medication, and medical devices before receiv-
ing a proper diagnosis. Examples of FGIDs include irritable bowel syndrome (IBS)
and functional dyspepsia. IBS is characterized by abdominal pain and discomfort as-
sociated with a change in bowel pattern, such as diarrhea and/or constipation.
Symptoms of functional dyspepsia usually include an upset stomach, pain in the
belly, and bloating.

FGIDs can be emotionally and physically debilitating. Due to persistent pain and
bowel unpredictability, individuals who suffer from this disorder may distance them-
selves from social events, work, and even may fear leaving their home. Stigma sur-
rounding bowel habits may act as barrier to treatment, as patients are not com-
fortable discussing their symptoms with doctors. Because FGID symptoms are rel-
atively common and not life-threatening, many people dismiss their symptoms or at-
tempt to self-medicate using over-the-counter medications.

In April 2010, the National Academy of Sciences (NAS) published a report titled
“Gulf War and Health, Volume 8: Update on the Health Effects of Serving in the
Gulf War” which determined that there is sufficient evidence to associate deploy-
ment to the gulf war and FGIDs, including IBS and functional dyspepsia. According
to the report, there have been a large number of FGID cases among gulf war vet-
erans, and their symptoms have continued to be persistent in the years since that
war. The NAS report focused on the incidence of GI disorders among veterans and
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did not attempt to determine causality. However, the report provides compelling evi-
dence linking exposure to enteric pathogens during deployment and the develop-
ment of FGIDs. The NAS recommended that further research be conducted on this
association.

The Department of Defense (DOD) Peer-Reviewed Medical Research Program con-
ducts important research on medical conditions that impact veterans and active
duty military personnel. Given the conclusions of the NAS report, and the report’s
recommendations for further research on the link between FGIDs and exposures ex-
perienced by veterans in the gulf war, FGIDs would make an appropriate addition
to the eligible conditions list for the Defense Medical Research Program. Therefore,
we ask that you include “functional gastrointestinal disorders” as a condition eligi-
ble for study in the fiscal year 2012 DOD Peer-Reviewed Medical Research Program.

Thank you again for the opportunity to address the Subcommittee today. I hope
you agree that the evidence linking FGIDs to service in the gulf war is compelling,
and that you will include “functional gastrointestinal disorders” as a condition eligi-
ble for study in the Department of Defense Peer-Reviewed Medical Research Pro-
gram in fiscal year 2012.

IBS INFORMATION

IBS, one of the most common functional GI disorders, strikes all demographic
groups. It affects 30 to 45 million Americans, conservatively at least 1 out of every
10 people. Between 9 to 23 percent of the worldwide population suffers from IBS,
resulting in significant human suffering and disability. IBS as a chronic disease is
characterized by a group of symptoms that may vary from person to person, but
typically include abdominal pain and discomfort associated with a change in bowel
pattern, such as diarrhea and/or constipation. As a “functional disorder”, IBS affects
the way the muscles and nerves work, but the bowel does not appear to be damaged
on medical tests. Without a definitive diagnostic test, many cases of IBS go
undiagnosed or misdiagnosed for years. It is not uncommon for IBS suffers to have
unnecessary surgery, medication, and medical devices before receiving a proper di-
agnosis. Even after IBS is identified, treatment options are sorely lacking and vary
widely from patient to patient. What is known is that IBS requires a multidisci-
plinary approach to research and treatment.

Chairman INOUYE. I thank you very much, Mr. Christiansen.
Your request will be very seriously considered. Thank you.

Senator Cochran.

Senator COCHRAN. Mr. Chairman, thank you for bringing the
witnesses to the subcommittee today to let us hear about these sit-
uations. I think we have an obligation to look carefully into the
suggestions of service connection between the events in their mili-
tary deployment and the symptoms that are later discovered. I
hope we have enough people who are willing to devote attention to
this so we can figure out a way to find a cure or medicinal pallia-
tives that make it better or in any other way possible to help re-
store them to good health.

Chairman INOUYE. Senator Shelby.

Senator SHELBY. What are the, say, two most promising areas of
research in this area to date, dealing with all of these issues?

Mr. CHRISTIANSEN. I am not a physician like Dr. King. I would
hate to comment. But we do work extensively to support and en-
courage research whenever possible. There is a number of areas
where we’re learning more and more about gut flora and the type
of bacteria that is normally within the gut and how something like
a GI infection or eating food or drinking water from a country or
an area where health conditions aren’t up to par may throw that
balance off, allow things, pathogens, to leak deeper into the gut
than they would normally be, and that would explain why the con-
ditions are chronic as opposed to it just goes through your system
and then youre okay a couple weeks later. So looking at the gut
flora is becoming more and more of a promising area.
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I would also say—and this is a little bit off of functional gastro-
intestinal disorders directly, but it applies to this whole larger fam-
ily of functional GI motility disorders, particularly as it applies to
veterans and members of the military—that tremendous steps are
being made in regenerative medicine, trying to actually regrow
parts of the digestive system that may not be working. The anal
sphincter is a perfect example. There is tremendous efforts under-
way to actually in a lab setting repair and regrow anal sphincters,
and if this—for example, if there’s a soldier who suffered an IED
attack and significant pelvic floor damage, regenerative medicine
could one day be at a point where he could get a new anal sphinc-
ter and return to a normal quality of life. So those are two areas
I'd acknowledge off the top.

Senator SHELBY. Have there been studies to show that this is a
higher rate of problems with military service personnel as opposed
to the general population?

Mr. CHRISTIANSEN. Yes. The IOM report I previously cited, there
was actually two IOM studies that looked at this. I'd be happy to
share the results of those studies with the subcommittee. But it
is—they had a very high threshold for acknowledging service con-
nection and they found that the incidence was higher than it would
be in the general population as a result of military service.

Senator SHELBY. Thank you.

Chairman INOUYE. I thank you very much. I'd like to thank the
panel.

Our next panel consists of: Ms. Kathleen Moakler, National Mili-
tary Family Association; Chief Master Sergeant John R. “Doc”
McCauslin, Air Force Sergeants Association; Captain Charles D.
Connor, U.S. Navy retired, American Lung Association; Mr. Rick
Jones, National Association for Uniformed Services.

Our first witness, Ms. Kathleen Moakler. Welcome.

STATEMENT OF KATHLEEN B. MOAKLER, GOVERNMENT RELATIONS
DIRECTOR, NATIONAL MILITARY FAMILY ASSOCIATION

Ms. MOAKLER. Thank you, Chairman Inouye, Senator Cochran,
Senator Shelby, for allowing us to speak with you this morning
about military families, our Nation’s families. We continue to share
the concerns of military families with policymakers, as we have for
over 40 years.

In the past several years, the National Military Family Associa-
tion has done informal surveys with military families on our web
site. In our most recent survey, when 1,200 family members re-
sponded on their top priorities, over 84 percent felt it was impor-
tant that Congress and DOD focus on ensuring support programs
meet the needs of families experiencing multiple deployments. Al-
most 80 percent felt that helping wounded service members and
their families should be a top priority, and 78 percent felt that
helping surviving families was an important priority.

We applaud the words of Defense Secretary Gates and Chairman
Mullen before this subcommittee last week when they stressed the
need for continued funding for military family programs and sup-
port of the wounded. Our association agrees that we will be dealing
with the costs of these wars for years to come and we cannot afford
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to shortchange our wounded warriors and our military families,
who have sacrificed so much and will continue to sacrifice.

We also agree with Admiral Mullen that communities must join
with DOD and the services to support service members, veterans,
and military families in their midst. To help with that effort, our
association has developed “Finding Common Ground,” a toolkit for
communities supporting military families that includes easily
achievable action items and useful resources to guide anyone who
wants to support military families, but doesn’t know where to start.
It can be downloaded for free at our website, militaryfamily.org.

Child care remains a concern for military families, as evidenced
by a recent Pew Center on the States survey. We are pleased that,
in addition to building new child development centers, DOD and
the services are taking innovative steps to address these concerns
by working to improve capacity in private child care agencies with-
in States. But the need remains, especially for the families of the
deployed National Guard and Reserve.

At our Operation Purple Healing Adventures Camp for families
of the wounded, ill, and injured, families continue to tell us there
is a tremendous need for child care services at or near military
treatment facilities. Families need child care to attend medical ap-
pointments, especially mental healthcare appointments. Our asso-
ciation urges Congress to sustain funding and resources to meet
the child care needs of military families, to include hourly, drop-
in, and increased respite care across all services, for families of de-
ployed service members and the wounded, ill, and injured, as well
as those with special needs family members.

Our association also feels that funding to provide more dedicated
resources, such as youth or teen centers, and enhanced partner-
ships with national youth-serving organizations, would be impor-
tant ways to better meet the needs of our older youth and teens
during deployment.

In 2009 the policy concerning the attendance of the media at the
dignified transfer of remains at Dover Air Force Base was changed.
Family members are now given the option of flying to Dover. In
previous years only about 3 percent of family members attended
this ceremony. Since the policy change, over 90 percent of families
are sending members to Dover to attend. This is provided by the—
the money for this is provided by the services and none of the costs
have been funded. We would ask that funds be appropriated to
cover the costs of this extraordinary expense.

Thank you for your long-term interest in support of—and support
for military families. I look forward to any questions you may have.

[The statement follows:]

PREPARED STATEMENT OF KATHLEEN B. MOAKLER

The National Military Family Association is the leading nonprofit organization
committed to improving the lives of military families. Our over 40 years of accom-
plishments have made us a trusted resource for families and the Nation’s leaders.
We have been at the vanguard of promoting an appropriate quality of life for active
duty, National Guard, Reserve, retired service members, their families and sur-
vivors from the seven uniformed services: Army, Navy, Air Force, Marine Corps,
Coast Guard, Public Health Service and the National Oceanic and Atmospheric Ad-
ministration.

Association Volunteers and Representatives in military communities worldwide
provide a direct link between military families and the Association staff in the Na-
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tion’s capital. These volunteers are our “eyes and ears,” bringing shared local con-
cerns to national attention.

The Association does not have or receive Federal grants or contracts.

Chairman Inouye and Distinguished Members of the Subcommittee, the National
Military Family Association would like to thank you for the opportunity to present
testimony for the record concerning the quality of life of military families—the Na-
tion’s families. In the 10th year of war, we continue to see the impact of repeated
deployments and separations on our service members and their families. We appre-
ciate your recognition of the service and sacrifice of these families. Your response
through legislation to the increased need for support as situations have arisen has
resulted in programs and policies that have helped sustain our families through
these difficult times.

We recognize, too, the emphasis that the Administration is placing on supporting
military families. The work of Mrs. Obama and Dr. Biden through the Joining
Forces initiative in raising awareness of the sacrifices military families are making
has been well received by the Nation and appreciated by our families. The American
people are beginning to understand how 1 percent of our population in the United
States is being called upon to bear 100 percent of the burden of defending our Na-
tion, giving up years of family life together, and how they need the support of the
other 99 percent of Americans to continue carrying that burden.

The recent Presidential Study Directive-9, which called on Federal agencies to
outline how they are presently or could in the future support military families, rein-
forced Administration support as well. The vision of the study, as contained in the
report Strengthening Our Military Families, Meeting America’s Commitment, is, “to
ensure that:

—The U.S. military recruits and retains the highest-caliber volunteers to con-

tribute to the Nation’s defense and security;

—Service members can have strong family lives while maintaining the highest

state of readiness;

—~Civilian family members can live fulfilling lives while supporting their service

member(s); and

—The United States better understands and appreciates the experience, strength,

and commitment to service of our military families.

This vision resonates with all that our Association has tried to work for during
our 42 year history. We believe policies and programs should provide a firm founda-
tion for families challenged by the uncertainties of deployment and transformation.
Our Association cares about the health and resilience of military families. Innova-
tive and evidence based approaches are essential to address the needs of military
children. Families promote a service member’s well-being. We realize support for
service members and their families is not solely provided by the government. Com-
munities also uphold the families.

Our Nation did not expect to be involved in such a protracted conflict. Our mili-
tary families continue to require effective tools and resources to remain strong. We
ask Congress, policymakers, non-government organizations, and communities to re-
main vigilant and respond in a proactive manner. Our Nation can express recogni-
tion for their sacrifices by promoting the well-being of military families.

In this statement, the National Military Family Association will expand on sev-
eral issues of importance to military families: Family readiness, family health, and
family transitions.

Family Readiness

Policies, programs and services must adapt to the changing needs of service mem-
bers and families. Standardization in delivery, accessibility, and funding are essen-
tial. Educated and resourced families are able to take greater responsibility for their
own readiness. Recognition should be given to the unique challenges facing families
with special needs. Support should provide for families of all components, in every
phase of military life, no matter where they live.

We appreciate provisions in the National Defense Authorization Acts and Appro-
priations legislation in the past several years that recognized many of these impor-
tant issues. Excellent programs exist across the Department of Defense (DOD) and
the Services to support our military families. There are redundancies in some areas
and times when a new program was initiated before anyone looked to see if an exist-
ing program could be adapted to answer an evolving need. We realize all Americans
will be asked to tighten their belts in this time of tighter budgets and some military
family programs may need to be downsized or eliminated. We ask your support for
programs that do work when looking for efficiencies, rewarding best practices and
programs that are truly meeting the needs of families. While we understand that
communities and non-government organizations may fill gaps in areas where gov-
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ernment programs are lacking, we maintain DOD and the Department of Veterans
Affairs (VA) still have a responsibility to provide an appropriate level of support for
our service members, veterans, their families, and survivors. In this section we will
highlight some of these best practices and identify needs.

Child Care
Child care remains a concern for military families, as evidenced by a recent Pew
Center on the States survey (http://www.preknow.org/documents/

2011 MilitaryFamiliesSurvey.pdf). We are pleased that in addition to building new
Child Development Centers, DOD and the Services are taking innovative steps to
address these concerns.

In December, DOD announced a new pilot initiative in 13 States aimed at improv-
ing the quality of child care within communities, which should translate into in-
creased child care capacity for military families living in geographically dispersed
areas. Last year, DOD contracted with SitterCity.com to help military families find
caregivers and military subsidized child care providers. The military Services and
the National Association of Child Care Resource and Referral Agencies (NACCRRA)
continue to partner to provide subsidized child care to families who cannot access
installation based child development centers.

At our Operation Purple® Healing Adventures camp for families of the wounded,
ill and injured, families continue to tell us there is a tremendous need for child care
services at or near military treatment facilities. Families need child care to attend
medical appointments, especially mental health appointments. Our Association en-
courages the expansion of drop-in child care for medical appointments on the DOD
or VA premises or partnerships with other organizations to provide this valuable
service.

We appreciate the requirement in the fiscal year 2010 National Defense Author-
ization Act calling for a report on financial assistance provided for child care costs
across the Services and Components to support the families of service members de-
ployed in support of a contingency operation and we look forward to the results.

Our Association urges Congress to sustain funding and resources to meet the
child care needs of military families to include hourly, drop-in, and increased respite
care across all Services for families of deployed service members and the wounded,
ill, and injured, as well as those with special needs family members.

Working with Youth

Older children and teens must not be overlooked. School personnel need to be edu-
cated on issues affecting military students and must be sensitive to their needs. To
achieve this goal, schools need tools. Parents need tools, too. Military parents con-
stantly seek more resources to assist their children in coping with military life, es-
pecially the challenges and stress of frequent deployments. Parents tell us repeat-
edly they want resources to “help them help their children.” Support for parents in
their efforts to help children of all ages is increasing, but continues to be frag-
mented. New Federal, public-private initiatives, increased awareness, and support
by DOD and civilian schools educating military children have been developed. How-
ever, many military parents are either not aware such programs exist or find the
programs do not always meet their needs.

Through our Operation Purple® camps, our Association has begun to identify the
cumulative effects multiple deployments are having on the emotional growth and
well-being of military children and the challenges posed to the relationship between
deployed parent, caregiver, and children in this stressful environment. Under-
standing a need for qualitative analysis of this information, we commissioned the
RAND Corporation to conduct a longitudinal study on the experience of 1,500 fami-
lies. RAND followed these families for 1 year, and interviewed the non-deployed
caregiver/parent and one child per family between 11 and 17 years of age at three
time points over the year. Recruitment of participants was extremely successful be-
cause families were eager to share their experiences. The research addressed three
key questions:

—How are school-age military children faring?

—What types of issues do military children face related to deployment?

—How are non-deployed caregivers handling deployment and what challenges do

they face?

In January 2011, RAND released the report, “Views from the Homefront: The Ex-
perience of Youth and Spouses from Military Families” (http://www.rand.org/pubs/
ti:lchnigal reports/TR913.html), detailing the longitudinal findings. The research
showed:

—Older teens reported more difficulties during deployment and reintegration.

—Girls reported more difficulties during reintegration.
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—There were few differences on military characteristics, but reserve component

youth reported more difficulties during deployment.

—Reserve component caregivers reported more challenges with deployment and

reintegration.

—The total number of months away mattered more than the number of deploy-

ments.

—There is a direct correlation between the mental health of the caregiver and the

well-being of the child.

—I?qality of family communication mattered to both children and caregiver well-

eing.

What are the implications of these findings? Families facing longer deployments
need targeted support—especially for older teens, girls and the reserve component.
Support needs to be in place across the entire deployment cycle, including reintegra-
tion, and some non-deployed parents may need targeted mental health support. One
way to address these needs would be to create a safe, supportive environment for
older youth and teens. Dedicated installation Youth Centers with activities for our
older youth would go a long way to help with this. Since many military families,
especially those with older children, live off the installation, enhanced partnerships
between DOD and national youth-serving organizations are also essential. DOD’s
current work with the 4-H program is an example of this outreach and support of
military children in the community. DOD can encourage other organizations to
share outreach strategies and work together to strengthen a network of support for
military youth in their civilian communities. We must ensure, however, that, once
we have encouraged these community organizations and services to engage with
families, we also encourage installations and installation services to be collaborative
and not set up roadblocks to interaction and support.

To address the issues highlighted by our research, our Association hosted a sum-
mit in May 2010, where we engaged with experts to develop research-based action
items. Our Blue Ribbon Panel outlined innovative and pragmatic ideas to improve
the well-being of military families, recognizing it is imperative solutions involve a
broad network of government agencies, community groups, businesses, and con-
cerned citizens.

We've published the recommendations from the summit in Finding Common
Ground: A Toolkit for Communities Supporting Military Families. The toolkit is or-
ganized in a format similar to our Association’s well-received Military Kids and
Teens Toolkits. It contains cards for each of the intended communities—including
Educators, Friends and Family, Senior leaders, Employers, and Health Care Pro-
viders—whose help is so important to military families. It also contains the sum-
mary document with the recommendations formulated by our Blue Ribbon Panel
and summit participants.

Our goal was to create a user-friendly resource, with easily achievable action
items and pertinent resources to guide everyone who wants to support military fam-
ilies, but may not know how. The toolkit lists concrete actions individuals, organiza-
tions, and communities can take to assist and support our military families. We
hope that when someone receives a copy, they will go first to the card that most
fits their relationship to military families and look for ideas and resources. We
would like them to then take the time to explore other cards and the summit sum-
mary. While many of the suggested actions are simple, we've also presented some
of the tougher things that require the building of partnerships and a longer-term
focus. These actions are not exhaustive. It is our hope this toolkit will start con-
versations and stimulate action. Everyone can contribute—it doesn’t need to be com-
plicated or expensive. Just remembering to include military families in outreach is
the beginning.

Our Association feels that funding to provide more dedicated resources, such as
youth or teen centers and enhanced partnerships with national youth-serving orga-
nizations, would be important ways to better meet the needs of our older youth and
teens during deployment.

Military Housing

In our recent study conducted by RAND, researchers found that living in military
housing was related to fewer caregiver-reported deployment-related challenges.
Fewer caregivers who lived in military housing reported their children had difficul-
ties adjusting to parent absence (e.g., missing school activities, feeling sad, or not
having peers who understand what their life is like) as compared to caregivers who
rented homes. The study team explored the factors that determine a military fam-
ily’s housing situation in more detail. Among the list of potential reasons provided
for the question, “Why did you choose to rent?” researchers found that the top three
reasons parents/caregivers cited for renting included: military housing was not
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available (31 percent), renting was most affordable (28 percent), and preference to
not to invest in the purchase of a home (26 percent).

Privatized housing expands the opportunity for families to live on the installation
and is a welcome change for military families. We are pleased with the annual re-
port that addresses the best practices for executing privatized housing contracts. As
privatized housing evolves, the Services are responsible for executing contracts and
overseeing the contractors on their installations. With more joint basing, more than
one Service often occupies an installation. The Services must work together to cre-
ate consistent policies not only within their Service, but across the Services as well.
Pet policies, deposit requirements, and utility policies are some examples of dif-
ferences across installations and across Services. How will Commanders address
these variances under joint basing? Military families face many transitions when
they move, and navigating the various policies and requirements of each contractor
is frustrating and confusing. It’s time for the Services to increase their oversight
gnd work on creating seamless transitions by creating consistent policies across the

ervices.

In the GAO Report “Military Housing: Enhancements Needed to Housing Allow-
ance Process and Information Sharing among Services” GAO published in May
2011, GAO highlighted the military Services have consistently underestimated the
amount needed to pay the basic allowance of housing by $820 million to $1.3 billion
each year since 2006. Since the Services have underestimated the amount needed
to pay the allowance, DOD has had to shift funds budgeted from other programs—
which disrupts the funding to these program.

The key factor to underestimation is the timing of developing the budget proc-
ess—it takes nearly 1 year to determine the rates. While this process is needed, it
causes the Services to underestimate the true cost of the housing allowance. Rates
are set in December—10 months after the President’s budget is submitted to Con-
gress and 2 months after the new fiscal year begins. In addition, changes in planned
force structure (i.e. grow the force initiatives), and the increased use of mobilized
reserve personnel (more personnel eligible to receive a housing allowance) present
other challenges.

The same GAO report highlighted housing deficits ranging from 1 percent to 20
percent of the total demand at growth installations. While Military construction
does not fall under the purview of this Committee, this Committee can help address
the housing deficient by extending the use of the Temporary Lodging Expense Al-
lowance. This allowance is designed to partially offset expenses when the service
member occupies temporary quarters while relocating from one installation to an-
other. Generally payable for up to 10 days—the Army has extended it up to 60 days
at growth installations, such as Fort Drum and Fort Bliss.

We ask Congress to consider the importance of family well-being by addressing
Basic Allowance for Housing (BAH) inequities.

We also ask for additional money to cover the housing allowance shortage.

We recommend that DOD provide the Services with the flexibility to extend the
Temporary Lodging Expense Allowance at growth installations where there is a
shortage of available housing.

Commissaries and Exchanges

The Military Personnel Subcommittee of the House Armed Services Committee
(HASC) held two hearings this year to discuss the importance of sustaining Morale,
Welfare, and Recreation (MWR) programs and the commissary and exchange sys-
tems. We maintain that these programs must not become easy targets for the budg-
et cutters. The military resale hearing reinforced the importance of the commissary
and exchange and stressed the need for them to remain fiscally sound without re-
ducing the benefit to military families. Our Association feels strongly that these
quality programs for military families should be preserved, especially during this
era of increased budget austerity.

Our Association is concerned about one issue raised at the recent HASC resale
hearing: the potential negative repercussions of the Tax Increase Prevention and
Reconciliation Act of 2005 (TIPRA) on the military community. This legislation in-
cluded a provision, Section 511, mandating Federal, State, and local governments
to withhold 3 percent from payments for goods and services to contractors after De-
cember 31, 2010. While the implementation has been delayed until December 31,
2011, we believe this withholding requirement will have a direct impact on military
families. We believe vendors who provide products sold in exchanges and com-
missaries will end up passing on the implementation costs to patrons and will be
less willing to offer deals, allowances, promotions, and prompt payment discounts,
which will thus diminish the value of the benefit for military families. The imple-
mentation costs for the exchange systems may also result in reduced dividends for
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MWR programs, which already operate on tight budgets. Although our Association
realizes this tax issue does not fall under the Senate Appropriations Committee’s
jurisdiction, we ask Congress to repeal Section 511 of TIPRA in order to protect this
important benefit for military families. If full repeal is not possible, we urge Con-
gress to exempt the Defense Commissary Agency, Exchanges and MWR programs
from the withholding requirement. Military families, who have borne the burden of
this war for nearly 10 years, should not have to incur additional costs at com-
missaries and exchanges due to the effects of this law, which will compromise their
quality of life programs when they need them most.

The commissary benefit is a vital part of the compensation package for service
members and retirees, and is valued by them, their families, and survivors. Our sur-
veys and those conducted by DOD indicate that military families consider the com-
missary one of their most important benefits. In addition to providing average sav-
ings of more than 30 percent over local supermarkets, commissaries provide a sense
of community. Commissary shoppers gain an opportunity to connect with other mili-
tary families and are provided with information on installation programs and activi-
ties through bulletin boards and publications. Commissary shoppers also receive nu-
tritional information through commissary promotions and campaigns, as well as the
opportunity for educational scholarships for their children.

Active duty and reserve component families have benefitted greatly from the addi-
tion of case lot sales. Our Association thanks Congress for allowing the use of pro-
ceeds from surcharges collected at these sales to help defray their costs. Case lot
sales continue to be extremely well received and attended by family members not
located near an installation. According to Army Staff Sgt. Jenny Mae Pridemore,
quoted in the Charleston Daily Mail, “We don’t have easy access to a commissary
in West Virginia and with the economy the way it is everyone is having a tough
time. The soldiers and the airmen really need this support.” On average, case lot
sales save families between 40 and 50 percent compared to commercial prices. This
provides tremendous financial support for our remote families, and is a tangible way
to thank them for their service to our Nation.

In addition to commissary benefits, the military exchange system provides valu-
able cost savings to members of the military community, while reinvesting their
profits in essential MWR programs. Our Association strongly believes that every ef-
fort must be made to ensure that this important benefit and the MWR revenue is
preserved, especially as facilities are down-sized or closed overseas.

Our Association urges Congress to continue to protect the commissary and ex-
change benefits, and preserve the MWR revenue all of which are vital to maintain-
ing a health military community.

We also ask Congress to repeal Section 511 of TIPRA. If full repeal is not achiev-
able, we urge Congress to exempt the Defense Commissary Agency, Exchanges and
MWR programs from this withholding requirement.

National Guard and Reserve

Our Association has long recognized the unique challenges our National Guard
and Reserve families face and their need for additional support. Reserve component
families are often geographically dispersed, live in rural areas, have service mem-
bers deployed as individual augmentees, and do not consistently have the same fam-
ily support programs as their active duty counterparts. According to the research
conducted for us by the RAND Corporation, spouses of service members in the Na-
tional Guard and Reserves reported poorer emotional well-being and greater house-
hold challenges than their full-time active duty peers. Our Association believes that
greater access to resources supporting National Guard and Reserve caregivers is
needed to further strengthen our reserve component families.

We appreciate the great strides that have been made in recent years by both Con-
gress and the Services to help support our reserve component families. Our Associa-
tion would like to thank Congress for the fiscal year 2011 NDAA provision author-
izing travel and transportation for members of the Uniformed Services and up to
three designees to attend Yellow Ribbon Reintegration Program events, and for the
provision enhancing the Yellow Ribbon Reintegration Program by authorizing serv-
ice and State-based programs to provide access to all service members and their
families. We appreciate your ongoing support of the Yellow Ribbon Reintegration
Program and ask that you continue funding this quality of life program for reserve
component families.

Our Association is gratified that family readiness is now seen as a critical compo-
nent to mission readiness. We have long believed that robust family programs are
integral to maintaining family readiness, for both our active duty and reserve com-
ponent families. We are pleased the Department of Defense Reserve Family Readi-
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ness Award recognizes the top unit in each of the Reserve Components that dem-
onstrate superior family readiness and outstanding mission readiness.

Our Association asks Congress to continue funding the Yellow Ribbon Reintegra-
tion Program and stresses the need for greater access to resources supporting our
Reserve Component caregivers.

Flexible Spending Accounts

Congress has provided the Armed Forces with the authority to establish Flexible
Spending Accounts (FSA), yet the Service Secretaries have not established these im-
portant tax savings accounts for service members. We are pleased H.R. 791 and S.
387 have been introduced to press each of the seven Service Secretaries to create
a plan to implement FSAs for uniformed service members. FSAs were highlighted
as a key issue presented to the Army Family Action Plan at their 2011 Department
of the Army level conference. FSAs would be especially helpful for families with out-
of-pocket dependent care and healthcare expenses. It is imperative that FSAs for
uniformed service members take into account the unique aspects of the military life-
style, such as Permanent Change of Station (PCS) moves and deployments, which
are not compatible with traditional FSAs. We ask that the flexibility of a rollover
or transfer of funds to the next year be considered.

Our Association supports Flexible Spending Accounts for uniformed service mem-
bers that account for the unique aspects of military life including deployments and
Permanent Change of Station moves.

Financial Readiness

Ongoing financial literacy and education is critically important for today’s mili-
tary families. Military families are not a static population; new service members join
the military daily. For many, this may be their first job with a consistent paycheck.
The youthfulness and inexperience of junior service members makes them easy tar-
gets for financial predators. Financial readiness is a crucial component of family
readiness. The Department of Defense Financial Readiness Campaign brings finan-
cial literacy to the forefront and it is important that financial education endeavors
include military families.

Our Association looks forward to the establishment of the Office of Service Mem-
ber Affairs this July. We encourage Congress to monitor the implementation of this
office to ensure it provides adequate support to service members and their families.
Military families should have a mechanism to submit a concern and receive a re-
sponse. The new office must work in partnership with DOD.

Military families are not immune from the housing crisis. We applaud Congress
for expanding the Homeowners’ Assistance Program to wounded, ill, and injured
service members, survivors, and service members with Permanent Change of Sta-
tion orders meeting certain parameters. We have heard countless stories from fami-
lies across the Nation who have orders to move and cannot sell their home. Due
to the mobility of military life, military homeowners must be prepared to be a land-
lord. We encourage DOD to continue to track the impact of the housing crisis on
military families.

We appreciate the increase to the Family Separation Allowance (FSA) that was
made at the beginning of the war. In more than 10 years, however, there has not
been another increase. We ask that the Family Separation Allowance be indexed to
the Cost of Living Allowance (COLA) to better reflect rising costs for services.

Our Association asks Congress to increase the Family Separation Allowance by
indexing it to COLA.

Family Health

When considering changes to the healthcare benefit, our Association urges policy-
makers to recognize the unique conditions of service and the extraordinary sacrifices
demanded of military members and families. Repeated deployments, caring for the
wounded, and the stress of uncertainty create a need for greater access to profes-
sional behavioral healthcare for all military family members.

Family readiness calls for access to quality healthcare and mental health services.
Families need to be assured the various elements of their military health system
are coordinated and working as a synergistic system. The direct care system of Mili-
tary Treatment Facilities (MTFs) and the purchased care segment of civilian pro-
viders under the TRICARE contracts must work in tandem to meet military readi-
ness requirements and ensure they meet access standards for all military bene-
ficiaries.

Congress must provide timely and accurate funding for healthcare. DOD
healthcare facilities must be funded to be “world class,” offering state-of-the-art
healthcare services supported by evidence-based research and design. Funding must
also support the renovation of existing facilities or complete replacement of out-of-
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date DOD healthcare facilities. As we close Walter Reed Army Medical Center and
open the new Fort Belvoir Community Hospital and the new Walter Reed National
Military Medical Center, as part of the National Capitol Region BRAC process, we
must be assured these projects are properly and fully funded. We encourage Con-
gress to provide any additional funding recommended by DOD and the Defense
Health Board’s BRAC Subcommittee’s report.

Our Association recommends that DOD be funded to “world class”, offering state-
of-the-art healthcare services. Funding must also support renovation of existing fa-
cilities or replacement of out-of-date DOD healthcare facilities.

TRICARE Reimbursement

Our Association is concerned that continuing pressure to lower Medicare reim-
bursement rates will create a hollow benefit for TRICARE beneficiaries. We are ap-
preciative Congress passed the Medicare and Medicaid Extenders Act of 2010 (Pub-
lic Law 111-309), which provided a 1-year extension of current Medicare physician
payment rates until December 31, 2011. As the 112th Congress takes up Medicare
legislation this year, we ask you to consider how this legislation will impact military
healthcare, especially our most vulnerable populations, our families living in rural
communities, and those needing access to mental health services.

While we have been impressed with the strides TMA and the TRICARE contrac-
tors are making in adding providers, especially mental health providers to the net-
works, we believe more must be done to persuade healthcare and mental healthcare
providers to participate and remain in the TRICARE system, even if that means
DOD must raise reimbursement rates. We frequently hear from providers who will
not participate in TRICARE because of what they believe are time-consuming re-
quirements and low reimbursement rates. National provider shortages in the mental
health field, especially in child and adolescent psychology, are exacerbated in many
cases by low TRICARE reimbursement rates, TRICARE rules, or military-unique ge-
ographic challenges, such as large military beneficiary populations in rural or tradi-
tionally underserved areas. Many mental health providers are willing to see mili-
tary beneficiaries on a voluntary status. We need to do more to attract mental
health providers to join the TRICARE network. Increasing reimbursement rates is
just one way of enticing them.

Since TRICARE payments are linked to Medicare payments, we need Medicare
reimbursement rates to be increased to improve access to providers.

DOD will need additional funding to offset proposed TRICARE savings through
increasing TRICARE Prime Retiree enrollment fees and changes to the Pharmacy
copays enacted by Congress.

Cost Saving Strategies in the 2012 Budget

We appreciate DOD’s continued focus on cost savings strategies in the 2012 budg-
et. DOD’s proposed TRICARE changes include a change in enrollment fees for
TRICARE Prime for under age 65 retirees and a change in pharmacy co-pays. DOD
should also incur savings through better management of healthcare costs. Our Asso-
ciation has always supported a mechanism to provide for modest increases to
TRICARE Prime enrollment fee for retirees under age 65. TRICARE Prime, the
managed care option for military beneficiaries, provides guaranteed access, low out
of pocket costs, additional coverage, and more continuity of care than the basic mili-
tary health benefit of TRICARE Standard. The annual enrollment fee of $230 per
year for an individual retiree or $460 for a family has not been increased since the
start of TRICARE Prime in 1995.

We agree that DOD’s proposed fiscal year 2012 increase of $5 per month per fam-
ily and $2.50 per month per individual plan is indeed modest. We applaud DOD for
deciding not to make any changes to the TRICARE benefit for active duty, active
duty family members, medically retired service members, and survivors of service
members and for not making any changes to the TRICARE Standard and TRICARE
for Life (TFL) benefit.

We have some concerns regarding DOD’s selection of a civilian-based index in de-
termining TRICARE Prime retiree enrollment fee increases after 2012. Our Associa-
tion has always supported the use of Cost of Living Allowance (COLA) as a yearly
index tied to TRICARE Prime retiree enrollment fee increases. We believe if DOD
thought the rate of $230 for individual and $460 for family was appropriate in 1995,
then yearly increases tied to COLA would maintain that same principle. Our objec-
tion to the utilization of a civilian index is based on our concern that civilian
healthcare experts cannot agree on an accurate index on which to base civilian
healthcare yearly cost increases. The Task Force on the Future of Military Health
Care “strongly recommended that DOD and Congress accept a method for indexing
that is annual and automatic.” However, the Task Force recommended “using a ci-
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vilian-only rather than total cost (including civilian and MTF costs for Prime bene-
ficiaries) because the Task Force and DOD have greater confidence in the accuracy
of the civilian care data and its auditability.” We ask Congress to adopt the Task
Force’s DOD accountability recommendation and require DOD to become more accu-
rate and establish a common cost accounting system across the MHS. Until it can
do so, however, we believe increases tied to COLA are the most fair to beneficiaries
and predictable for DOD.

We do not support DOD’s budget proposal to change the U.S. Family Health Plan
(USFHP) eligibility, asking newly enrolled beneficiaries to transition from USFHP
once they become Medicare/TRICARE for Life eligible. Our Association believes
USFHP is already providing TMA’s medical home model of care, maintaining effi-
ciencies, capturing savings, and improving patient outcomes. Every dollar spent in
preventative medicine is captured later when the onset of beneficiary co-morbid and
chronic diseases are delayed. It is difficult to quantify the long-term savings not
only in actual cost to the healthcare plan—and thus to the government—but to the
improvement in the quality of life for the beneficiary. Removing beneficiaries from
USFHP at a time when they and the system will benefit the most from their pre-
ventative and disease management programs would greatly impact the continuity
and quality of care to our beneficiaries and only cost shift the cost of their care from
one government agency to another. Almost all USFHP enrollees already purchase
Medicare Part B in case they decide to leave the plan or spend long periods of time
in warmer parts of the country. There must be another mechanism in which bene-
ficiaries would be allowed to continue in this patient-centered program. USFHP also
meets the Patient Protection and Accountability Care Act’s definition of an Account-
able Care Organization. They certainly have the model of care desired by civilian
healthcare experts and should be used by DOD as a method to test best-practices
that can be implemented within the direct care system.

Our Association understands the need for TRICARE to align itself with Medicare
reimbursement payments. DOD’s proposal to implement reimbursement payment
for Sole Community Hospitals is another example of its search for efficiencies. Ac-
cording to TMA, 20 hospitals that serve military beneficiaries could be affected by
this change. We appreciate the 4-year phased-in approach. However, our Association
recommends Congress encourage TMA to reach out to these hospitals and provide
waivers if warranted and provide oversight to ensure beneficiaries aren’t unfairly
impacted by this proposal.

Our Association approves of DOD’s modest increase to TRICARE Prime enroll-
ment fees for working age retirees.

We recommend that future increases to TRICARE Prime enrollment fees for
working age retirees be indexed to retired pay cost of living adjustments and sup-
port legislative language in the House NDAA fiscal year 2012.

We recommend that Medicare-eligible beneficiaries using the USFHP be allowed
to remain in the program and Congress should continue to fund this TRICARE op-
tion for beneficiaries.

We recommend Congress encourage TMA to reach out to Sole Community hos-
pitals serving large numbers of military beneficiaries and provide waivers if war-
ranted. Congress may need to provide additional funding to help offset this proposed
reimbursement change by TMA.

Other Cost Saving Proposals

We ask Congress to establish better oversight for DOD’s accountability in becom-

ing more cost-efficient. We recommend:

—Requiring the Comptroller General to audit MTFs on a random basis until all
have been examined for their ability to provide quality healthcare in a cost-ef-
fective manner.

—Creating a committee, similar in nature to the Medicare Payment Advisory
Commission, to provide oversight of the DOD Military Health System (MHS)
and make annual recommendations to Congress. The Task Force on the Future
of Military Health Care often stated it was unable to address certain issues not
within their charter or within the timeframe in which they were commissioned
to examine the issues. This Commission would have the time to examine every
issue in an unbiased manner.

—Establishing a Unified “Joint” Medical Command structure. This was rec-
ommended by the Defense Health Board in 2006 and 2009 and included in the
U.S. House Armed Service Committee’s fiscal year 2011 NDAA proposal and
passed by the House of Representatives.

We are supportive of TMA’s movement toward a medical home model of patient

and family centered care within the direct and purchase care systems. An integrated
healthcare model, where beneficiaries will be seen by the same healthcare team fo-
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cused on well-being and prevention, is a well-known cost saver for healthcare ex-
penditures. Our concern is with the individual Services’ interpretation of the med-
ical home model and its ability to truly function as designed. Our MTFs are still
undergoing frequent provider deployments; therefore, the model must be staffed well
enough to absorb unexpected deployments to theater, normal staff rotation, and still
maintain continuity of providers within the medical home.

Our Association believes right-sizing to optimize MTF capabilities through inno-
vating staffing methods; adopting coordination of care models, such as medical
home; timely replacement of medical facilities utilizing “world class” and “unified
construction standards;” and increased funding allocations, would allow more bene-
ficiaries to be cared for in the MTFs. This would be a win-win situation because
it increases MTF capabilities, which DOD asserts is the most cost effective. It also
allows more families, who state they want to receive care within the MTF, the op-
portunity to do so. The Task Force made recommendations to make the DOD MHS
more cost-efficient, which we support. They conclude the MHS must be appro-
priately sized, resourced, and stabilized and make changes in its business and
healthcare practices. We encourage Congress to include the recommendations of the
Task Force on the Future of Military Health Care in this year’s fiscal year 2012
NDAA. These include:

—Restructuring TMA to place greater emphasis on its acquisition role.

—Examining and implementing strategies to ensure compliance with the prin-
ciples of value-driven healthcare.

—Incorporating health information technology systems and implementing trans-
parency of quality measures and pricing information throughout the MHS. (This
is also a civilian healthcare requirement in the recently passed Patient Protec-
tion and Affordable Care Act.)

—Reassessing requirements for purchased care contracts to determine whether
more cost effective strategies can be implemented.

—Removing systemic obstacles to the use of more efficient and cost-effective con-
tracting strategies.

Wounded Service Members Have Wounded Families

Our Association asserts that behind every wounded service member and veteran
is a wounded family. It is our belief the government, especially the DOD and VA,
must take a more inclusive view of military and veterans’ families. Those who have
the responsibility to care for the wounded, ill, and injured service member must also
consider the needs of the spouse, children, parents of single service members and
their siblings, and the caregivers. DOD and VA need to think proactively as a team
and one system, rather than separately; and addressing problems and implementing
initiatives upstream while the service member is still on active duty status.

Reintegration programs become a key ingredient in the family’s success. For the
past 3 years, we have piloted our Operation Purple® Healing Adventures camp to
help wounded, ill, and injured service members and their families learn to play
again as a family. We hear from the families who participate in this camp, as well
as others dealing with the recovery of their wounded service members, that, even
with Congressional intervention and implementation of the Services’ programs,
many issues still create difficulties for them well into the recovery period. Families
find themselves having to redefine their roles following the injury of the service
member. They must learn how to parent and become a spouse/lover with an injury.
Each member needs to understand the unique aspects the injury brings to the fam-
ily unit. Parenting from a wheelchair brings a whole new challenge, especially when
dealing with teenagers. Parents need opportunities to get together with other par-
ents who are in similar situations and share their experiences and successful coping
methods. Our Association believes all must focus on treating the whole family, with
DOD and VA programs offering skill based training for coping, intervention, resil-
iency, and overcoming adversities. Injury interrupts the normal cycle of deployment
and the reintegration process. DOD, the VA, and non-governmental organizations
must provide opportunities for the entire family and for the couple to reconnect and
bond, especially during the rehabilitation and recovery phases.

DOD and the VA must do more to work together both during the treatment phase
and the wounded service member’s transition to ease the family’s burden. They
must break down regulatory barriers to care and expand support through the Vet
Centers the VA medical centers, and the community-based outpatient -clinics
(CBOCs). We recommend DOD partner with the VA to allow military families access
to mental health services throughout the VA’s entire network of care using the
TRICARE benefit. Before expanding support services to families, however, VA facili-
ties must establish a holistic, family centered approach to care when providing men-
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tal health counseling and programs to the wounded, ill, and injured service member
or veteran.

We remain concerned about the transition of wounded, injured, and ill service
members and their families from active duty status to that of the medically retired.
While we are grateful, DOD has proposed to exempt medically retired service mem-
bers, survivors, and their families from the TRICARE Prime enrollment fee in-
creases, we believe wounded service members need even more assistance in their
transition. We continue to recommend that a legislative change be made to create
a 3-year transition period in which medically retired service members and their
families would be treated as active duty family members in terms of TRICARE fees,
benefits, and MTF access. This transition period would mirror that currently offered
to surviving spouses and would allow the medically retired time to adjust to their
new status without having to adjust to a different level of TRICARE support.

Case Management.—Our Association still finds families trying to navigate a vari-
ety of complex healthcare systems alone, trying to find the right combination of
care. Our most seriously wounded, ill, and injured service members, veterans, and
their families are often assigned multiple case managers. Families often wonder
which one is the “right” case manager. We believe DOD and the VA must look at
whether the multiple, layered case managers have streamlined the process or have
only aggravated it. We know the goal is for a seamless transition of care between
DOD and the VA. However, we continue to hear from families, whose service mem-
ber is still on active duty and meets the Federal Recovery Coordinator (FRC) re-
quirement, who have not been told FRCs exist or that the family qualifies for one.
We are awaiting the Government Accountability Office’s (GAO) FRC report to deter-
mine how that program is working in caring for our most seriously wounded, ill,
and injured service members and veterans and what can be done to improve the
case management process.

Caregivers of the Wounded

Caregivers need to be recognized for the important role they play in the care of
their loved one. Without them, the quality of life of the wounded service members
and veterans, such as physical, psycho-social, and mental health, would be signifi-
cantly compromised. They are viewed as an invaluable resource to DOD and VA
healthcare providers because they tend to the needs of the service members and the
veterans on a regular basis. And, their daily involvement saves DOD, VA, and State
agency healthcare dollars in the long run. Their long-term psychological care needs
must be addressed. Caregivers of the severely wounded, ill, and injured service
members who are now veterans have a long road ahead of them. In order to perform
their job well, they will require access to mental health services.

The VA has made a strong effort in supporting veterans’ caregivers. DOD should
follow suit and expand its definition, which still does not align with Public Law
111-163. We appreciate the inclusion in fiscal year 2010 NDAA of compensation for
service members with assistance in everyday living and the refinement in fiscal year
2011 NDAA. The VA recently released their VA Caregiver Implementation Plan.
Our Association had the opportunity to testify at a recent House Veterans’ Affairs
Committee hearing Implementation of Caregiver Assistance: Are we getting it right?
about our concerns related to the VA’s caregiver implementation plan. We believe
the VA is waiting too long to provide valuable resources to caregivers of our wound-
ed and injured service members and veterans who had served in Operation Iraqi
Freedom/Operation Enduring Freedom/Operation New Dawn (OIF/OEF/OND). The
intent of the law was to allow caregivers to receive value-added benefits in a timely
manner in order to improve the caregiver’s overall quality of life and train them to
provide quality of care to their service member and veteran. The VA’s interpretation
also has the potential to impact the DOD’s Special Compensation for Service Mem-
bers law passed as part of fiscal year 2010 NDAA and modified in fiscal year 2011.
The one area of immediate concern is the potential gap in financial compensation
when the service member transitions to veteran status. The VA’s application process
and caregiver validation process appear to be very time intensive. The DOD com-
pensation benefit expires at 90-days following separation from active duty. Other
concerns include:

—Narrower eligibility requirements than what the law intended;

—Lack of illness being covered, such as cancer from a chemical exposure;

—Delay in the caregiver’s receipt of healthcare benefits if currently uninsured,

respite care, and training; and

—Exclusion of non-medical care from the VA’s caregiver stipend.

The VA’s decision to delay access to valuable training may force each Service to
begin its own training program. Thus, each Service’s training program will vary in
its scope and practice and may not meet VA’s training objectives. This disconnect
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could force the caregiver to undergo two different training programs in order to pro-
vide and care and receive benefits.

Our Association also believes the current laws do not go far enough. Compensa-
tion of caregivers should be a priority for DOD and the Secretary of Homeland Secu-
rity. Non-medical care should be factored into DOD’s compensation to service mem-
bers. The goal is to create a seamless transition of caregiver benefit between DOD
and the VA. We ask Congress to assist in meeting that responsibility. Congress will
need to be ready to fully fund both DOD and VA caregiver benefit programs.

The VA currently has eight caregiver assistance pilot programs to expand and im-
prove healthcare education and provide needed training and resources for caregivers
who assist disabled and aging veterans in their homes. DOD should evaluate these
pilot programs to determine whether to adopt them for caregivers of service mem-
bers still on active duty. Caregivers’ responsibilities start while the service member
is still on active duty. Congress will need to fund these pilot programs.

Relocation Allowance and Housing for Medically-Retired Single Service Mem-
bers.—Active Duty service members and their spouses qualify through the DOD for
military orders to move their household goods when they leave the military service.
Medically retired service members are given a final PCS move. Medically retired
married service members are allowed to move their family; however, medically re-
tired single service members only qualify for moving their own personal goods.

Our Association suggests that legislation be passed to allow medically retired sin-
gle service members the opportunity to have their caregiver’s household goods
moved as a part of the medical retired single service member’s PCS move. This
should be allowed for the qualified caregiver of the wounded service member and
the caregiver’s family (if warranted), such as a sibling who is married with children,
or mom and dad. This would allow for the entire caregiver’s family to move, not just
the caregiver. The reason for the move is to allow the medically retired single serv-
ice member the opportunity to relocate with their caregiver to an area offering the
best medical care, rather than the current option that only allows for the medically
retired single service member to move their belongings to where the caregiver cur-
rently resides. The current option may not be ideal because the area in which the
caregiver lives may not be able to provide all the healthcare services required for
treating and caring for the medically retired service member. Instead of trying to
create the services in the area, a better solution may be to allow the medically re-
tired service member, their caregiver, and the caregiver’s family to relocate to an
area where services already exist.

The decision on where to relocate for optimum care should be made with the FRC
(case manager), the service member’s medical physician, the service member, and
the caregiver. All aspects of care for the medically retired service member and their
caregiver shall be considered. These include a holistic examination of the medically
retired service member, the caregiver, and the caregiver’s family for, but not limited
to, their needs and opportunities for healthcare, employment, transportation, and
education. The priority for the relocation should be where the best quality of serv-
ices is readily available for the medically retired service member and his/her care-
giver.

The consideration for a temporary partial shipment of caregiver’s household goods
may also be allowed, if deemed necessary by the case management team.

We ask Congress to allow medically retired service members and their families
to maintain the active duty family TRICARE benefit for a transition period of 3
years following the date of medical retirement, comparable to the benefit for sur-
viving spouses.

Service members medically discharged from service and their family members
should be allowed to continue for 1 year as active duty for TRICARE and then start
the Continued Health Care Benefit Program (CHCBP) if needed.

Congress will need to fully fund training, compensation and other support pro-
grams for caregivers of the wounded, ill and injured because of the important role
they play in the successful rehabilitation and care of the service member and vet-
eran.

We request legislation funding medically retired single service members to have
their caregiver’s household goods moved as a part of their final PCS move.

Congress will need to fully fund DOD’s Caregiver Compensation benefit for mili-
tary service members and the VA’s caregiver benefit for caregivers.

Senior Oversight Committee

Our Association is appreciative of the provision in the fiscal year 2009 NDAA con-
tinuing the DOD and VA Senior Oversight Committee (SOC) until December 2010.
The DOD established the Office of Wounded Warrior Care and Transition Policy to
take over the SOC responsibilities. The Office has seen frequent leadership and staff
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changes and a narrowing of its mission. We urge Congress to put a mechanism in
place to continue to monitor this Office for its responsibilities in maintaining DOD
and VA’s partnership and making sure joint initiatives create a seamless transition
of services and benefits for our wounded, ill, and injured service members, veterans,
their families, and caregivers.

Defense Centers of Excellence

A recent GAO report found the Defense Centers of Excellence (DCoE) for Psycho-
logical Health and Traumatic Brain Injury has been challenged by a mission that
lacked clarity and by time-consuming hiring practices. DCoE has experienced a lack
of adequate funding hampering their ability to hire adequate staff and begin to pro-
vide care for the patient population as they were created to address. These include
the Vision Center of Excellence, Hearing Center of Excellence, and the Traumatic
Extremity Injury and Amputation Center of Excellence. We recommend Congress
immediately fund these Centers and require DOD to provide resources to effectively
establish these Centers and meet DOD’s definition of “world class” facilities.

The Defense Centers of Excellence is providing a transition benefit for mental
health services for active duty service members, called inTransition. Our Association
recommends this program be expanded to provide the same benefit to active duty
spouses and their children. Families often complain about the lack of seamless tran-
sition of care when they PCS. This program will not only provide a warm hand-off
between mental health providers when moving between and within Regions, but
more importantly, enable mental health services to begin during the move, when
families are between duty stations and most venerable.

We must educate those who care for our service members and veterans about the
effects of Traumatic Brain Injury (TBI), Post-Traumatic Stress (PTS), Post-Trau-
matic Stress Disorder (PTSD), and suicide in order to help accurately diagnose and
treat the service member/veteran’s condition. These families are on the “sharp end
of the spear” and are more likely to pick up on changes attributed to either condi-
tion and relay this information to their healthcare providers. Families need tools to
help them deal with the daily issues that arise when living with and caring for a
service member or veteran with TBI and/or PTS/PTSD. Programs are being devel-
oped by each Service. However, they are narrow in focus targeting line leaders and
healthcare providers, but not broad enough to capture our military family members
and the communities they live in. As Services roll out suicide prevention programs,
we need to fund programs that include our families, communities, and support per-
sonnel. The Deployment Health Clinical Center (DHCC), an umbrella organization
to DCoE, offers a 3 week PTSD course for service members and a separate 1-week
course for their family members. These programs are making a difference in the
quality of the service members and their families lives. Currently, the family mem-
ber PTSD program is funded by a nonprofit organization. These programs need to
continue; therefore, they need to be fully funded by Congress.

Our Association encourages all Congressional Committees with jurisdiction over
military personnel and veterans matters to talk on these important issues. Con-
gress, DOD, and VA can no longer continue to create policies in a vacuum and focus
on each agency separately because our wounded, ill, and injured service members
and their families need seamless, coordinated support from each.

We recommend Congress immediately fund the Vision Center of Excellence, Hear-
ing Center of Excellence, and the Traumatic Extremity Injury and Amputation Cen-
ter of Excellence and require DOD to provide resources to effectively establish these
Centers and meet DOD’s definition of “world class” facilities.

We recommend Congress fully fund DHCC’s PTSD programs for service members
and their family members s they may continue uninterrupted.

We recommend the “inTransition” program be expanded to provide the same ben-
efit to active duty family members. This program would need to be funded to be ex-
panded to include them.

Family Transitions

Policies and programs must provide training and support for families during the
many transitions military families experience. Quality education for spouses and
children, financial literacy, and spouse career progression need attention. When
families experience a life-changing event, they require a responsive system to sup-
port them. Our Nation must continue to ensure our surviving family members re-
ceive the support they deserve.

Survivors

The Services continue to improve their outreach to surviving families. In par-
ticular, the Army’s SOS (Survivor Outreach Services) program makes an effort to
remind these families they are not forgotten. We most appreciate the special consid-
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eration, sensitivity, and outreach to the families whose service members have com-
mitted suicide. We would like to acknowledge the work of the Tragedy Assistance
Program for Survivors (TAPS) in this area as well. They have developed unique out-
reach to these families and held support conferences to help surviving family mem-
bers navigate what is a very difficult time with many unanswered questions. DOD
and the VA must work together to ensure surviving spouses and their children can
receive the mental health services they need, through all of VA’s venues. We believe
Congress must grant authority to allow coverage of bereavement or grief counseling
under the TRICARE behavioral health benefit. The goal is the right care at the
right time for optimum treatment effect.

In 2009, the policy concerning the attendance of the media at the dignified trans-
fer of remains at Dover AFB was changed. Primary next-of-kin (PNOK) of the serv-
ice member who dies in theater is asked to make a decision shortly after they are
notified of the loss as to whether or not the media may film the dignified transfer
of remains of their loved one during this ceremony. Family members are also given
the option of flying to Dover themselves to witness this ceremony. In previous years,
only about 3 percent of family members attended this ceremony. Since the policy
change, over 90 percent of families send some family members to Dover to attend.
The travel of up to 3 family members and the casualty assistance officer on a com-
mercial carrier are provided for. In the NDAA fiscal year 2010, eligible family mem-
ber travel to memorial services for a service member who dies in theater was au-
thorized. This is in addition to travel to the funeral of the service member. None
of the costs associated with this travel has been funded for the Services. We would
ask that funds be appropriated to cover the costs of this extraordinary expense.

Our Association recommends that grief counseling be more readily available to
survivors as a TRICARE benefit.

We ask that funding be appropriated for the travel costs for surviving family
members to attend the dignified transfer of remains in Dover and for eligible sur-
viving family members to attend memorial services for service members who die in
theater.

Our Association still believes the benefit change that will provide the most signifi-
cant long-term advantage to the financial security of all surviving families would
be to end the Dependency and Indemnity Compensation (DIC) offset to the Survivor
Benefit Plan (SBP). Ending this offset would correct an inequity that has existed
for many years. Each payment serves a different purpose. The DIC is a special in-
demnity (compensation or insurance) payment paid by the VA to the survivor when
the service member’s service causes his or her death. The SBP annuity, paid by
DOD, reflects the longevity of the service of the military member. It is ordinarily
calculated at 55 percent of retired pay. Military retirees who elect SBP pay a por-
tion of their retired pay to ensure that their family has a guaranteed income should
the retiree die. If that retiree dies due to a service-connected disability, their sur-
vivor becomes eligible for DIC.

Surviving active duty spouses can make several choices, dependent upon their cir-
cumstances and the ages of their children. Because SBP is offset by the DIC pay-
ment, the spouse may choose to waive this benefit and select the “child only” option.
In this scenario, the spouse would receive the DIC payment and the children would
receive the full SBP amount until each child turns 18 (23 if in college), as well as
the individual child DIC until each child turns 18 (23 if in college). Once the chil-
dren have left the house, this choice currently leaves the spouse with an annual in-
come of $13,848, a significant drop in income from what the family had been earn-
ing while the service member was alive and on active duty. The percentage of loss
is even greater for survivors whose service members served longer. Those who give
their lives for their country deserve more fair compensation for their surviving
spouses.

We believe several other adjustments could be made to the Survivor Benefit Plan.
Allowing payment of the SBP benefits into a Special Needs Trust in cases of dis-
abled beneficiaries will preserve their eligibility for income based support programs.
The government should be able to switch SBP payments to children if a surviving
spouse is convicted of complicity in the member’s death.

We believe there needs to be DIC equity with other Federal survivor benefits.
Currently, DIC is set at $1,154 monthly (43 percent of the Disabled Retirees Com-
pensation). Survivors of Federal workers have their annuity set at 55 percent of
their Disabled Retirees Compensation. Military survivors should receive 55 percent
of VA Disability Compensation. We are awaiting the overdue report. We support
raising DIC payments to 55 percent of VA Disability Compensation. When changes
are made, we ask Congress to ensure that DIC eligibles under the old system re-
ceive an equivalent increase.
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Imagine that you have just experienced the death of your spouse, a retired service
member. In your grief, you navigate all the gates you must, fill out paperwork, no-
tify all the offices required. Then, the overdrawn notices start showing up in your
mailbox. Bills that you thought had been paid at the beginning of the month sud-
denly appear with “overdue” on them. Retirees are paid proactively, that is, they
receive retired pay for the upcoming month i.e. on May 31, a retiree receives retired
pay for the month of June. Presently, the government has the authority to take back
the full month’s pay from the retiree’s checking account when that retiree dies. Pay-
ment for the number of days the retiree was alive in the month is subsequently re-
turned to the surviving spouse. The VA, on the other hand, allows the surviving
spouse to keep the last month of disability pay. We support H.R. 493, which would
allow the surviving spouse or family to keep the last month of retired pay to avoid
financial penalties caused by the decrease of funds in a checking account.

We ask the DIC offset to SBP be eliminated to recognize the length of commit-
ment and service of the career service member and spouse. We support H.R. 178
and S. 260, which both provide for that elimination.

We also request that SBP benefits be allowed to be paid to a Special Needs Trust
in cases of disabled family members.

We ask that DIC be increased to 55 percent of VA Disability Compensation.

We support H.R. 493, “The Military Retiree Survivor Comfort Act”, to provide for
forgiveness of overpayments of retired pay paid to deceased retired members of the
Armed Forces following their death.

Education of Military Children

Military families place a high value on the quality of their children’s education.
It is a leading factor in determining many important family decisions, such as vol-
unteering for duty assignments, choosing to accompany the service member or stay-
ing behind, selecting where a family lives within their new community, deciding
whether to spend their financial resources on private school, or considering
homeschooling options. It can even impact a families’ decision to remain in the Serv-
ice.

Military families want quality education for their children just as their civilian
counterparts do. It is important to remember that military families define “quality
of education” differently. For military families, it is not enough for children to be
doing well in their current schools they must also be prepared for the next location.
Most military children will move at least twice during their high school years and
most will attend six to nine different schools between kindergarten and 12th grade.
Although the Interstate Compact on Educational Opportunity for Military Children
is helping to alleviate many of the transition issues our families face when moving,
it does not address the quality of education in our schools. Though many of our civil-
ian schools are already doing an excellent job of educating and supporting our mili-
tary children, we believe military children deserve a quality education wherever
they may live. That is why our Association has spent over 40 years working to im-
prove education for our military children and empowering parents to become their
children’s best advocate.

With more than 90 percent of military-connected students now attending civilian
schools, our Association is pleased that the Department of Defense has completed
a 90-day preliminary assessment of how to provide a world-class education for all
of the 1.2 million school-aged children, not just those under the Department of De-
fense Education Activity’s (DODEA) purview. Our Association was invited by Dr.
Clifford L. Stanley, Under Secretary of Defense for Personnel and Readiness, to par-
ticipate in the Education Review Debriefing and to offer our insights on the way
ahead. We look forward to the final report and to working with DOD to support its
implementation. We thank the Department of Defense for the educational support
programs already available to military children, such as the tutoring program for
deployed service member families, and DODEA’s virtual high schools. Our Associa-
tion believes these programs are making a difference and would be beneficial to all
military families.

We were also pleased the President’s landmark directive, “Strengthening Our
Military Families,” listed as one of its top priorities the need to ensure excellence
in military children’s education and their development. We greatly appreciate the
Department of Education committing to making military families one of its prior-
ities for its discretionary grant programs and for including our Association as a mili-
tary stakeholder in finding ways to strengthen military families within the Reau-
thorization of the Elementary and Secondary Education Act.

Our Association thanks Congress for providing additional funding to civilian
school districts educating military children through DODEA’s Educational Partner-
ship Grant Program. We are aware that DODEA’s expanded authority to shares its
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expertise, experience and resources to assist military children during transitions, to
sharpen the expertise of teachers and administrators in meeting the needs of mili-
tary children, and to provide assistance to local education agencies on deployment
support for military children is set to expire in 2013. We ask Congress to extend
the authority for the Educational Partnership Grant Program past 2013.

We strongly urge Congress to ensure it is providing appropriate and timely fund-
ing of Impact Aid through the Department of Education. We also ask that you allow
school districts experiencing high levels of growth, due to military base realignment,
to apply for Impact Aid funds using current student enrollment numbers rather
than the previous year. In addition, we call on Congress to increase DOD Supple-
mental Impact Aid funding for schools educating large numbers of military con-
nected students. Our Association has long believed that both Impact Aid programs
are critical to ensuring that school districts can provide quality education for our
military children.

We strongly urge Congress to ensure it is providing appropriate funding of Impact
Aid through the Department of Education at authorized levels and to allow school
districts experiencing high growth due to base realignments to apply for Impact Aid
funds using current student enrollment numbers.

We ask Congress to increase the DOD supplement to Impact Aid to $60 million.

We also ask Congress to extend the authority for the DODEA Educational Part-
nership Grant Program.

Spouse Education and Employment

We are pleased the NDAA fiscal year 2011 calls for a report on military spouse
education programs. Our recent surveys and feedback we have received from mili-
tary families indicates they appreciate in-state tuition and the Post 9/11 G.I. Bill
transferability. Our Association would like to thank Congress for the enhancements
made to the Post 9/11 G.I. Bill last session. We are especially pleased that spouses
of active duty service members are now eligible for the book stipend and the author-
ity to grant transferability has been extended to families of the Commissioned Corps
of NOAA and the U.S. Public Health Service.

DOD’s most-cited program success for military spouses is the Military Spouse Ca-
reer Advance Account (MyCAA)—in its original form. In October 2010, MyCAA was
significant revised and seasoned spouses who are no longer eligible feel their edu-
cation pursuits are not supported by the Department of Defense. Many military
spouses delay their education to support the service member’s career. Since 2004,
our Association has been fortunate to sponsor our Joanne Holbrook Patton Military
Spouse Scholarship Program, with the generosity of donors who wish to help mili-
tary families. Of particular interest, 33.5 percent of applicants from our 2011 schol-
arship applicant pool stated their education was interrupted because of the military
lifestyle (frequent moves, TDYs, moving expenses, etc.) and 12.2 percent of those di-
rectly attributed the interruption to deployment of the service member. Military
spouses remain committed to their education and need assistance from Congress to
fulfill their educational pursuits. We ask Congress to push DOD to fully reinstate
the MyCAA program to include all military spouses, regardless of their service
member’s rank and to ensure the funding is available for this reinstatement. We
also ask Congress to work with the appropriate Service Secretaries to extend the
MyCAA program to spouses of the Coast Guard, the Commissioned Corps of NOAA,
and the U.S. Public Health Service.

The fiscal year 2011 NDAA report on military spouse education programs only ad-
dresses one aspect—education. In order to determine if the education programs are
working, we recommend a report on spouse employment programs. The NDAA fiscal
year 2010 created a pilot program to secure internships for military spouses with
Federal agencies. Funding for the program continues through fiscal year 2011. A re-
port on military spouse employment programs should include an assessment of the
military spouse Federal internship program. Military spouses want more Federal
employment opportunities. Should the pilot become a permanent program? We urge
Congress to monitor the pilot to ensure spouses are able to access the program and
eligible spouses are able to find Federal employment after successful completion of
the internship. Our Association recommends Congress requests a report on military
spouse employment programs.

To further spouse employment opportunities, we recommend an expansion to the
Work Opportunity Tax Credit for employers who hire spouses of active duty and re-
serve component service members as proposed through the Military Spouse Employ-
ment Act, H.R. 687. This employer tax credit is one way to encourage corporate
America to hire military spouses.

We also recommend providing a tax credit to military spouses to offset the ex-
pense of obtaining a career license or credential when the service member is relo-
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cated to a new duty station. Military spouses are financially disadvantaged by gov-
ernment ordered moves when they are required to obtain a career license in a new
State to practice in their profession. Many military spouses must maintain a career
license in multiple States, costing hundreds of dollars. For example, a pharmacist
can only reciprocate to another State from their original license, which requires a
military spouse pharmacist to maintain a license in more than one State. When our
Association asked military spouses to share their employment challenges with us,
a military spouse of 26 years stated, “The very most frustrating part about the proc-
ess, is that obtaining a license does not guarantee that I will find employment. I
have been licensed in [Kentucky] for a full year and in that time have gotten one
6-hour shift of work. That one shift does not even begin to recover the expense of
obtaining my license here.” We recommend that Congress pass the Military Spouse
Job Continuity Act or similar legislation to reduce the financial barrier licensed
military spouses must overcome with each move in order to find employment.

Our Association urges Congress to recognize the value of military spouses by fully
funding the MyCAA program for all military spouses, expand the Work Opportunity
Tax Credit to include military spouses, and provide a tax credit to offset state li-
cense and credential fees.

Support for Special Needs Families

The NDAA fiscal year 2010 established the Office of Community Support for Mili-
tary Families with Special Needs to enhance and improve DOD support around the
world for military families with special needs, whether medical or educational. Our
Association remains concerned that the Office has not received the proper resources
to address the medical, educational, relocation, and family support resources our
special needs families often require. This Office must address these various needs
in a holistic manner in order to effectively implement change. The original intent
of the legislation was to have the office reside in the Office of the Under Secretary
of Defense for Personnel and Readiness in order to bring together all entities having
responsibility for the medical, educational, relocation, and family support needs of
special needs military family member. At present, however, the office comes under
the jurisdiction of the Deputy Assistant Secretary of Defense for Military Commu-
nity and Family Policy.

Case management for military beneficiaries with special needs is not consistent
across the Services or the TRICARE Regions because the coordination care for the
military family is being done by a non-synergistic healthcare system. Beneficiaries
try to obtain an appointment and then find themselves getting partial healthcare
within the MTF, while other healthcare is referred out into the purchased care net-
work. Thus, military families end up managing their own care. Incongruence in the
case management process becomes more apparent when military family members
transfer from one TRICARE Region to another and when transferring within the
same TRICARE Region. This incongruence is further exacerbated when a special
needs family member is involved and they require not only medical intervention, but
non-medical care as well. Families need a seamless transition and a warm hand-
off between and within TRICARE Regions and a universal case management process
across the MHS. Each TRICARE Managed Care Support Contractor (MCSC) has
created different case management processes. TRICARE leaders must work closely
with their family support counterparts through the Office of Community Support for
Military Families with Special Needs to develop a coordinated case management
system that takes into account other military and community resources.

We applaud the attention Congress and DOD have given to our special needs fam-
ily members in the past 2 years and their desire to create robust healthcare, edu-
cational, and family support services for special needs family members. But, these
robust services do not follow them when they retire. We encourage the Services to
allow these military families the opportunity to have their final duty station be in
an area of their choice, preferably in the same State in which they plan to live after
the service member retires, to enable them to begin the process of becoming eligible
for State and local services while still on active duty. We also suggest the Extended
Care Health Option (ECHO) be extended for 1 year after retirement for those family
members already enrolled in ECHO prior to retirement. More importantly, our Asso-
ciation recommends if the ECHO program is extended, it must be for all who are
eligible for the program because we should not create a different benefit simply
based on medical diagnosis.

The Office of Community Support is beginning a study on Medicaid availability
for special needs military family members. Our Association is anxiously awaiting
this report’s findings. We will be especially interested in the types of value-added
services individual State Medicaid waivers offer their enrollees and whether State
budget difficulties are making it more difficult for military families to qualify for
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and participate in waiver programs. This information will provide yet another ave-
nue to identify additional services ECHO may include in order to help address our
families’ frequent moves and their inability to often qualify for these additional
value-added benefits in a timely manner.

There has been discussion over the past several years by Congress and military
families regarding the ECHO program. The ECHO program was originally designed
to allow military families with special needs to receive additional services to offset
their lack of eligibility for State or federally provided services impacted by frequent
moves. We suggest that before making any more adjustments to the ECHO pro-
gram, Congress should request a GAO report to determine if the ECHO program
is working as it was originally designed and if it has been effective in addressing
the needs of this population. We also hear from our ECHO eligible families that
they could benefit from additional programs and healthcare services to address their
special needs. We request a DOD pilot study to identify what additional service(s),
if any, our special needs families need to improve their quality of life, such as cool-
ing vests, diapers, and some nutritional supplements. We recommend families have
access to $3,000 of additional funds to purchase self-selected items, programs, and/
or services not already covered by ECHO. DOD would be required to authorize each
purchase to verify the requested item, program, or service is appropriate. The pilot
study will identify gaps in coverage and provide DOD and Congress with a list of
possible extra ECHO benefits for special needs families. We need to make the right
fixes so we can be assured we apply the correct solutions. Our Association believes
the Medicaid waiver report, the GAO report, along with the pilot study will provide
DOD and Congress with the valuable information needed to determine if the ECHO
program needs to be modified in order to provide the right level of extra coverage
for our special needs families. We also recommend a report examining the impact
of the war on special needs military families.

We ask Congress to request a GAO report to determine if the ECHO program is
working as it was originally designed and if it has been effective in addressing the
needs of this population.

We request Congress fund a DOD pilot study to identify what additional serv-
ice(s), if any, our special needs families need to improve their quality of life.

We recommend that the Extended Care Health Option (ECHO) program be ex-
tended for 1 year after retirement for those already enrolled in ECHO prior to re-
tirement.

We also recommend a report examining the impact of the war on our special
needs families.

Families on the Move

A Permanent Change of Station (PCS) move to an overseas location can be espe-
cially stressful for our families. Military families are faced with the prospect of
being thousands of miles from extended family and living in a foreign culture. At
many overseas locations, there are insufficient numbers of government quarters re-
sulting in the requirement to live on the local economy away from the installation.
Family members in these situations can feel extremely isolated; for some the only
connection to anything familiar is the local military installation. Unfortunately, cur-
rent law permits the shipment of only one vehicle to an overseas location, including
Alaska and Hawaii. Since most families today have two vehicles, they sell one of
the vehicles.

Upon arriving at the new duty station, the service member requires transpor-
tation to and from the place of duty leaving the military spouse and family members
at home without transportation. This lack of transportation limits the ability of
spouses to secure employment and the ability of children to participate in extra-
curricular activities. While the purchase of a second vehicle alleviates these issues,
it also results in significant expense while the family is already absorbing other
costs associated with a move. Simply permitting the shipment of a second vehicle
at government expense could alleviate this expense and acknowledge the needs of
today’s military family.

Travel allowances and reimbursement rates have not kept pace with the out-of-
pocket costs associated with today’s moves. In a recent PCS survey conducted by our
Association, more than 50 percent of survey respondents identified uncovered ex-
penses related to the move as their top moving challenge. Military families are au-
thorized 10 days for a housing hunting trip, but the cost for trip is the responsibility
of the service member. Families with two vehicles may ship one vehicle and travel
together in the second vehicle. The vehicle will be shipped at the service member’s
expense and then the service member will be reimbursed funds not used to drive
the second vehicle to help offset the cost of shipping it. Or, families may drive both
vehicles and receive reimbursement provided by the Monetary Allowance in Lieu of
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Transportation (MALT) rate. MALT is not intended to reimburse for all costs of op-
erating a car but is payment in lieu of transportation on a commercial carrier. Yet,
a TDY mileage rate considers the fixed and variable costs to operate a vehicle. Trav-
el allowances and reimbursement rates should be brought in line with the actually
out-of-pocket costs borne by military families.

Our Association supports the Service Members Permanent Change of Station Re-
lief Act, S. 472 and believes it will reduce some of the additional moving expenses
incurred by many military families.

Our Association requests that Congress authorize the shipment of a second vehi-
cle to an overseas location (at least Alaska and Hawaii) on accompanied tours, and
that Congress address the out-of-pocket expenses military families bear for govern-
ment ordered moves.

Military Families—Our Nation’s Families

Military families have been supporting their warriors in time of war for 10 years.
DOD and the military Services, with the help and guidance of Congress have devel-
oped programs and policies to respond to their changing and developing needs over
this time. Families have come to rely on this support. They appreciate the spotlight
of recognition that has been shone on their experience by the First Lady and Dr.
Biden. They are heartened by the new sense of cooperation between government
agencies in coordinating support. They know that it is up to them to make use of
the tools and programs provided to become more resilient with each deployment.
Congress provides the authorization and funding for these tools and programs. Even
in a time of austere budgets, our Nation needs to sustain this support in order to
maintain readiness. Our military families deserve no less.

Chairman INOUYE. I thank you very much, Ms. Moakler.

Senator Cochran.

Senator COCHRAN. I'm curious, what’s the estimated cost of the
reimbursement if the Congress desired to or decided to respond to
that request?

Ms. MOAKLER. I don’t know, because it depends on how long, how
far the family is coming from. But right now the units themselves
are taking that money out of hide, out of their family support
funds.

Senator COCHRAN. Thank you.

Chairman INOUYE. Senator Shelby.

Senator SHELBY. Mr. Chairman, just an observation. I know Ms.
Moakler is her as an advocate and she’s got a great record of family
support. I believe this subcommittee has a good record of support
for our military through the appropriation, and their families,
which we think are very important to the wellbeing and the readi-
ness of our soldiers.

Ms. MOAKLER. We agree.

Senator SHELBY. Thank you.

Chairman INOUYE. Thank you very much.

Our next witness, Chief Master Sergeant John McCauslin, Air
Force Sergeants Association.

STATEMENT OF CHIEF MASTER SERGEANT JOHN R. “DOC”
McCAUSLIN, CHIEF EXECUTIVE OFFICER, AIR FORCE SER-
GEANTS ASSOCIATION

Sergeant McCAUSLIN. Good morning, Chairman Inouye, Ranking
Member Cochran, Senator Shelby, and other members of this sub-
committee. On behalf of the 110,000 members of the Air Force Ser-
geants Association, thanks for this opportunity to offer our views
of our members on the fiscal year 2012 priorities. This morning I
will briefly cover some specific areas we urge your subcommittee to
provide funding for.
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Let me begin with healthcare. In coordination with the Military
Coalition and governmental agencies, we want to ensure that our
military members and their families continue to receive a cost-ef-
fective sustainable healthcare benefit, and we greatly appreciate
the past efforts of you and this subcommittee to make that happen.

Last week the Senate Armed Services Committee marked the
National Defense Authorization Act and we were greatly dis-
appointed that the bill permits TRICARE fee increases. Before
seeking increases in military healthcare, we would urge that you
consider all funding options relative to adequate and sustainable
healthcare for our military and their families and get full detailed
justification for the raise of such from DOD.

The care of those who have borne the horrors and hazards of bat-
tle needs your constant attention. More than 42,000 service mem-
bers have been wounded in action since the conflicts began. Thou-
sands more suffer from the unseen wounds of war. We support full
funding for the care of wounded warriors, including moneys for re-
search and treatment of traumatic brain injuries, post-traumatic
stress disorder, and all those other war-related issues.

On a related matter, this Nation owes those heroes an ever-
lasting gratitude and compensation that extends well beyond their
time in the military. It calls attention to the importance of proper
documentation of care received on the battlefield and their recovery
afterward. DOD and VA have made great strides in recent years
developing a joint electronic health record. But it’s imperative that
this work continue until that job is done. This is one that actually
saves the taxpayers money.

We also urge continued funding of military base pay, so that an-
nual military pay raises exceed the ECI index by at least one-half
of 1 percent, and we support targeted pay raises for midgrade en-
listed personnel who have recently assumed increased responsi-
bility. The bottom line here is regular military pay raises must be
maintained by DOD so that we can continue to recruit and retain
the very best and brightest.

Another hot button issue is the homelessness and unemployment
of our veterans. The VA has estimated that 25 percent of all home-
less individuals in the United States are veterans. According to the
Bureau of Labor Statistics, the estimated jobless rate among male
veterans ages 18 to 24 was more than 30 percent just last month,
compared to 18 percent among civilians of the same age and gender
group. This is an absolute shame. DOD and VA recently agreed to
tackle this issue jointly, so we encourage you to provide enough re-
sources to make that happen.

Caring for survivors of military members is always a matter of
concern. Those with military survivor plan annuities should be able
to also receive VA’s dependency and indemnity compensation pay-
ments without offset. The special survivors indemnity allowance
created by Congress in 2008 to minimize those losses is appre-
ciated, but it only restores a fraction of the nearly $1,200 surviving
spouses lose each month. We as a Nation must be able to do better
than that.

We would like to thank Senator Bill Nelson for introducing S.
260 and the 38 Senators, 8 of which are on your subcommittee, sir,
who have co-sponsored this important legislation. You may recall
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that in the 111th Congress there were 62 co-sponsors in the Senate
to fix this. It’s high time we act.

Another precious asset is, the National Guard and Air Force Re-
serve currently have to wait until they reach age 60 before they
draw their retirement pay. They are currently over 50 percent of
our mission completion, yet subject to this holding situation. A pro-
vision in last year’s NDAA allows the reserve components to shave
off some time of their minimum retired age in exchange for equal
periods of active duty service in combat zones. We are nowhere
near resolving this issue and appreciate your continued attention.

Mr. Chairman, that’s all I have today. On behalf of our associa-
tion, I thank you and the members of your subcommittee for their
dedication to those of us who serve.

[The statement follows:]

PREPARED STATEMENT OF JOHN R. “Doc¢” McCAUSLIN

Chairman Inouye, Ranking Member Cochran, and distinguished members of the
Defense subcommittee, on behalf of the 111,000 members of the Air Force Sergeants
Association, thank you for this opportunity to offer the views of our members on the
military personnel programs that affect those serving (and who have served) our
Nation. This hearing will address issues critical to those serving and who have
served our Nation.

AFSA represents active duty, guard, reserve, retired, and veteran enlisted Air
Force members and their families, and this year marks our 50th Anniversary in
doing so. Your continuing efforts toward improving the quality of their lives make
a real difference, and our members are grateful. In this statement, I will list several
specific goals that we hope this committee will consider funding in fiscal year 2012
on behalf of current and past enlisted members and their families. The content of
this statement reflects the views of our members as they have communicated them
to us. As always, we are prepared to present more details and to discuss these
issues with your staffs.

BASIC MILITARY PAY

Tremendous progress has been made in recent years to close the gap between ci-
vilian sector and military compensation. AFSA appreciates these steady efforts and
we hope they will continue. We believe linking pay raises to the employment cost
index (ECI) 1s essential to recruiting and retaining the very best and brightest vol-
unteers.

The President’s fiscal year 2012 budget proposal calls for a 1.6 percent pay in-
crease for active duty service members—the minimum amount by law. AFSA be-
lieves that the formula for determining annual pay increases to be ECI + 0.5 per-
cent until the gap is completed eliminated. If we want to continue having an all vol-
unteer force, we must continue on the path to close the aforementioned pay gap!

QUALITY OF LIFE

Our Nation’s military should not be considered a financial burden but considered
a national treasure as they preserve our national security for all that live here. If
we expect to retain this precious resource, we must provide them and their families,
with decent and safe work centers, family housing and dormitories, healthcare, child
care and physical fitness centers, and recreational programs and facilities. These
areas are a prime recruitment and retention incentive for our Airmen and their
families. This directly impacts their desire to continue serving through multiple de-
ployments and extended separations from family and friends.

This Nation devotes considerable resources to train and equip America’s sons and
daughters—a long term investment—and that same level of commitment should be
r(laﬂected in the facilities and equipment they use and in where they live, work, and
play.

We urge extreme caution in deferring these costs, especially at installations im-
pacted by base realignment and closure (BRAC) decisions and mission-related shifts.

We applaud congressional support for military housing privatization initiatives.
This has provided housing at a much faster pace than would have been possible
through military construction alone.
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AFSA urges Congress to fully fund appropriate accounts to ensure our installa-
tions eliminate substandard housing and work centers as quickly as possible. Those
devoted to serving this Nation deserve better.

Tremendous strides have been made to improve access to quality child care and
fitness centers on military installations, and we are grateful to the Department of
Defense and Congress for these collective efforts. However, there is still much more
work to be done. I have personally visited over 125 Air Force installations in the
States and overseas these past 3 years and I can assure you that the demand for
adequate child care is a top priority among our Airmen and their families. The
availability of on base Child Development Centers (CDC) plays a critical role in each
military family’s decision whether or not to remain in the service. So I urge Con-
gress to dedicate the funding necessary to build more CDCs and eliminate the space
deficit that exists today.

HEALTHCARE

Like many Military and Veterans Service Organizations (MSO/VSO’s), AFSA
wants to ensure that past, present and future service members and families receive
the inexpensive, high quality healthcare benefit that they so richly deserve. And we
are concerned with repeated attempts by DOD to shift healthcare costs onto the
back of retirees—particularly how they are perceived by active duty service mem-
bers, many of whom have fought in Iraq and Afghanistan over the past 10 years.

As Abraham Lincoln correctly observed, “The willingness with which our young
people are likely to serve in any war, no matter how justified, shall be directly pro-
portional to how they perceive the Veterans of earlier wars were treated and appre-
ciated by their nation.”

To date, Congress has rejected the Pentagons proposed raids on earned medical
benefits, and we greatly appreciate your work which allowed that to happen.

This year the Pentagon is once again asking for higher fees and their current plan
would raise enrollment fees for “working age” retirees and their families who use
TRICARE Prime would increase by 13 percent in fiscal year 2012. The National
Health Expenditure index, produced by the Centers for Medicare and Medicaid
Services, would be used beginning in fiscal year 2013, to determine annual enroll-
ment fee increases thereafter.

Co-pays for prescription drugs obtained at retail pharmacies would also rise under
DOD’s plan—from $3 to $5 for generics, $9 to $12 for brand name, and $22 to $25
for non-formulary medications at retail pharmacies. Non-formulary medications ob-
tained through TRICARES Home Delivery would also increase to $25 from $22.

At first glance, the increases DOD is proposing appear modest but we view them
as the “foot in the door” which will provide the impetus for a long line of future
TRICARE program changes. Regrettably, the House recently chose to include, or
rather exclude, language in its version of the fiscal year 2012 National Defense Au-
thorization Act (H.R. 1540) which would allow DOD’s plan to move forward. It does
}an)wLeXer, limit increases in fiscal year 2013 and beyond to the rate of the annual

AFSA does not discount the country’s current fiscal dilemma, or the need to get
the Federal budget under control. Nor is it is an issue of sacrificing a little more
so everyone shares a greater portion of the load. The question is should they pay
more before lesser priority programs are cut first? No one has sacrificed more then
the men and women who have worn or are wearing the Nation’s uniform. We simply
believe it is unwise to raise TRICARE fees at a time when we have thousands of
men and women in harms way overseas. What kind of message are we sending to
them? Many of the individuals that would be affected by the proposed increases
were promised free lifetime healthcare by DOD’s recruiters to entice them to enlist,
and career counselors to induce them to reenlist. Right, wrong, or indifferent, a deci-
sion to increase fees at this time would likely be viewed as another breech of prom-
ises made by the government. This in turn could adversely affect the services qual-
ity recruiting and retention efforts.

I urge this Subcommittee to ensure continued, full funding for Defense Health
Program. Before seeking increases in enrollment fees, deductibles or co-payments,
DOD should pursue any and all options to contain the growth of healthcare spend-
ing in ways that do not disadvantage beneficiaries and provide incentives to pro-
mote healthy lifestyles.

Again, we appreciate your consistent support in recent years to protect bene-
ficiaries from disproportional healthcare fee increases.

Support Judicious VA-DOD Sharing Arrangements

We encourage this Subcommittee to fund programs that eliminate waste and in-
crease efficiency between DOD and VA.
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AFSA supports the judicious use of VA-DOD sharing arrangements involving net-
work inclusion in the DOD healthcare program, especially when it includes consoli-
dating physical examinations at the time of separation. It makes no sense to order
a full physical exam on your retirement from the military and then within 30 days
the VA has ordered their own complete physical exam with most of the same exotic
and expensive exams.

The decision to begin this process represents a good, common-sense approach that
should eliminate problems of inconsistency, save time, and take care of veterans in
a timely manner. These initiatives will save funding dollars. AFSA recommends
that Congress closely monitor the collaboration process to ensure these sharing
projects actually improve access and quality of care for eligible beneficiaries. DOD
beneficiary participation in VA facilities must never endanger the scope or avail-
ability of care for traditional VA patients, nor should any VA-DOD sharing arrange-
ment jeopardize access and/or treatment of DOD health services beneficiaries. One
example of a successful joint sharing arrangement is the clinic with ambulatory care
services being in Colorado Springs, Colorado. This will aid the large number of vet-
erans remaining in the area and support the increases in Colorado Springs as a re-
sult of BRAC initiatives. The VA and DOD each have a lengthy and comprehensive
history of agreeing to work on such projects, but follow-through is lacking. “We urge
these committees to encourage joint VA-DOD efforts, but ask you to exercise close
oversight to ensure such arrangements are implemented properly.”

CARING FOR SURVIVORS

Support of Survivors.—AFSA commends this committee for previous legislation,
which allowed retention of Dependency and Indemnity Compensation (DIC), burial
entitlements, and VA home loan eligibility for surviving spouses who remarry after
age 57. However, we strongly recommend the age 57 DIC remarriage provision be
reduced to age 55 to make it consistent with all other Federal survivor benefit pro-
grams.

We also endorse the view that surviving spouses with military Survivor Benefit
Plan (SBP) annuities should be able to concurrently receive earned SBP benefits
and DIC payments related to their sponsor’s service-connected death.

We strongly recommend the Subcommittee fund Senator Bill Nelson’s (D-FL) bill,
S. 260 which would eliminate this unfair offset.

Survivors of retirees who draw the final full month’s retired pay for the month
in which retirees die should not have to pay this compensation back. This is how-
ever, what current law requires.

At a time when the surviving spouse and family members are trying to put their
lives back together, DOD comes and takes the money back. Not some of it; all of
it. The entire month. Weeks later, the proportionate amount of retired pay may be
returned to the spouse but the damage has already been done.

AFSA believes it is wrong to subject survivors to this kind of “financial nit-pick-
ing” at a tragic time lives. If there’s ever a time for the Government to give a mili-
tary beneficiary a tiny break, surely this is it. And we encourage this subcommittee
to provide sufficient funding to remove this requirement from the books.

Other Survivor issues included in our Top Priorities are:

—Permit the member to designate multiple SBP beneficiaries with a presumption
that such designations and related allocations of SBP benefits must be propor-
tionate to the allocation of retired pay.

—Provide for eligibility for housing loans guaranteed by the Department of Vet-
erans Affairs for the surviving spouses of certain totally disabled veterans.

DEBT COMMISSION PROPOSALS

Oppose the following Debt commission recommendations:

—Freeze Federal salaries, bonuses and other comp for 3 years including military

non-combat pay;

—Reduce spending on base support and facility maintenance;

—Integrate military kids into local schools in the United States;

—Use highest 5 years for civil svc and military retiree pay;

—Refornfc}l military retiree system to vest after 10 years and defer collection to age

60; an

—Full 20+ years of military retired pay starts age 57.

Work Toward a Consistent Funding Formula and Program Permanence.—This as-
sociation believes that the parameters of who will be served, what care will be pro-
vided, the facilities needed, and the full funding to accomplish those missions should
be stabilized as mandatory obligations. If that were so, and Congress did not have
to go through redefinition drills as economic philosophies change, the strength of the
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economy fluctuates, and the numbers of veterans increases or decreases—these com-
mittees and this Nation would not have to re-debate obligations and funding each
year. We believe that these important programs should be beyond debate and should
fall under mandatory rather than discretionary spending.

The following are a few of the Debt Commission issues recognized in our Top Pri-

orities:

—Make adjustments to the Household Goods (HHG) weight allowances that take
into consideration the number of family members;

—If advantageous to the Government, reimburse transportation expenses for
PCSing members to take their POVs to a location other than a commercial stor-
age facility;

—Resist DOD/DECA efforts to reduce the benefit that negatively alter current
pricing policies, or provide the benefit to non-military beneficiaries;

—Re(slist the Base Exchange merger process to prevent degradation of the benefit;
an

—DMonitor/scrutinize housing privatization efforts to preclude adverse impact on
all military members.

AIR NATIONAL GUARD AND RESERVE RETIREMENT

Reduce the earliest Guard and Reserve retirement compensation age from 60 to
55.—Legislation was introduced in previous years to provide a more equitable retire-
ment for the men and women serving in the Guard and Reserves. This proposed leg-
islation would have reduced the age for receipt of retirement pay for Guard and Re-
serve retirees from 60 to 55. Active duty members draw retirement pay the day
after they retire. Yet, Guard and Reserve retirees currently have to wait until they
reach age 60 before they can draw retirement pay.

Provide Concurrent Retirement and Disability Pay (CRDP) For Service Incurred
Disabilities.—National Guard and Reserve with 20 or more good years are currently
able to receive CRDP, however, they must wait until they are 60 years of age and
begin to receive their retirement check. This policy must be changed, and along with
the reduction in retirement age eligibility, is a benefit our Guard and Reserve de-
serve. They have incurred a service connected disability and we must provide con-
current retirement and disability pay to them.

Many Guard/Reserve retirees have spent more time in a combat zone than their
active duty counterparts. The DOD has not supported legislation to provide Guard/
Reserve men and women more equitable retirement pay in the past. Additional re-
quirements and reliance has been placed on the Guard/Reserve in recent years. It
is time to recognize our men and women in uniform serving in the Guard and Re-
serve and provide them a more equitable retirement system.

Provide employer and self-employed tax credits and enhance job security—AFSA
supports legislation to allow the work opportunity credit to small businesses, which
hire members of the Reserve Components. We encourage this Subcommittee to pro-
vide the funding necessary to make this happen.

Award Full Veterans Benefit Status to Guard and Reserve Members.—It is long
overdue that we recognize those servicemembers in the Guard and Reserve who
have sustained a commitment to readiness as veterans after 20 years of honorable
service to our country. Certain Guard and Reserve members that complete 20 years
of qualifying service for a reserve (non-regular) retirement have never been called
to active duty service during their careers. At age 60, they are entitled to start re-
ceiving their reserve military retired pay, Government healthcare, and other bene-
fits of service including some veterans’ benefits. But, current statutes deny them full
standing as a “veteran” of the armed forces and as a result they are not entitled
to all veteran benefits. Our goal, along with our TMC partners, is to support pend-
ing legislation that will include in the definition(s) of “veteran” retirees of the
Guard/Reserve components who have completed 20 years or more of qualifying serv-
ice, but are not considered to be veterans under the current statutory definitions.

EDUCATION PROGRAMS

There’s no escaping the fact that college costs are rising. As the gap between the
cost of an education and value of the Montgomery GI Bill (MGIB) widened, the sig-
nificance of the benefit became less apparent. For that reason, the Post-9/11 GI Bill
is a giant step forward. However, we must make sure that the new Post-9/11 GI
Bill stays current at all times, so that this benefit will not lose its effectiveness
when it comes to recruiting this Nation’s finest young men and women into service.
As a member of The Military Coalition and the Partnership for Veterans’ Education,
we strongly recommend you make the remaining technical corrections to the Post-
9/11 GI Bill. Examples that standout are active duty not receiving the $1,000 an-
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nual book stipend, Title 32 credit for Guard and Reserve service, and BAH for those
veterans or retirees taking on-line college courses full-time.

Providing in-State tuition rates at federally supported State universities and col-
leges.—Regardless of residency requirements, is an important goal for AFSA due to
the rise in servicemembers and their families returning to institutions to further
their education and other numerous PCS moves involved with the CONUS.

Ensure full funding for the mission of the Impact Aid Program.—Impact Aid Pro-
gram is to disburse payments to local educational agencies that are financially bur-
dened by Federal activities and to provide technical assistance and support services.

Preserve Tuition Assistance.—The discretionary Air Force Tuition Assistance (TA)
Program is an important quality of life program that provides tuition and fees for
courses taken by active duty personnel. The program is one of the most frequent
reasons given for enlisting and re-enlisting in the Air Force.

Implement the Interstate Compact! —The Interstate Compact on Educational Op-
portunity for Military Children works to correct the inequalities that military chil-
dren face as they transfer from one school (system) to another due to deployments
or permanent change of station moves by their servicemember parent.

By implementing this Compact, States can work together to achieve cohesive edu-
cation goals and assure military students are well prepared for success after high
school graduation. We encourage your strong support for those who serve this Na-
tion and ask that you take necessary measures to pass this Act in your State and
implement this important program. The States that thus far are absent from sup-
porting the “sense of the Senate” are Nebraska, Massachusetts, Vermont, West Vir-
ginia, Minnesota, New Hampshire, and Wyoming.

Repeal or Greatly Modify the Uniformed Services Former Spouses Protection Act
(USFSPA—Public Law 97-252).—AFSA urges this Subcommittee to support some
fairness provisions for the USFSPA. While this law was passed with good intentions
in the mid 1980s, the demographics of military service and their families have
changed. As a result, military members are now the only U.S. citizens who are put
at a significant disadvantage in divorce proceedings.

Because of the USFSPA, the following situations now exist:

—A military member is subject to giving part of his/her military retirement pay
(for the rest of his/her life) to anyone who was married to him/her during the
military career regardless of the duration of the marriage.

—The divorce retirement pay separation is based on the military member’s retire-
ment pay—not what the member’s pay was at the time of divorce (often many
years later).

—A military retiree can be paying this “award” to multiple former spouses.

—It takes a military member 20 years to earn a retirement; it takes a former
spouse only having been married to the member (for any duration, no matter
how brief) to get a portion of the member’s retirement pay.

—Under this law, in practice judges award part of the member’s retirement pay
regardless of fault or circumstances.

—There is no statute of limitations on this law; i.e., unless the original divorce
decree explicitly waived separation of future retirement earnings, a former
spouse who the military member has not seen for many years can have the
original divorce decree amended and “highjack” part of the military member’s
retirement pay.

—The former spouse’s “award” does not terminate upon remarriage of the former
spouse.

—The “award” to a former spouse under this law is above and beyond child sup-
port and alimony.

—The law is considered unfair, illogical, and inconsistent. The member’s military
retired pay which the Government refers to as “deferred compensation” is,
under this law, treated as property rather than compensation. Additionally, the
law is applied inconsistently from State to State.

—In most cases, the military retiree has no claim to part of the former spouse’s
retirement pay.

—Of all U.S. citizens, it is unconscionable that military members who put their
lives on the line are uniquely subjected to such an unfair and discriminatory
law.

—While there may be unique cases (which can be dealt with by the court on a
case-by-case basis) where a long-term, very supported former spouse is the vic-
tim, in the vast majority of the cases we are talking about divorces that arise
which are the fault of either or both parties—at least half of the time not the
military member. In fact, with the current levels of military deployments, more
and more military members are receiving “Dear John” and “Dear Jane” letters
while they serve.
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—This is not a male-vs.-female issue. More and more female military members
are falling victim to this law. These are just a few of the inequities of this law.
We believe this law needs to be repealed or, at the least, greatly modified to
be fairer to military members. We urge the Subcommittee to support any fund-
ing requirement that may be necessary to take action on this unfair law—for
the benefit of those men and women who are currently defending the interests
of this nation and its freedom.

CONCLUSION

Chairman Inouye, Ranking Member Cochran, in conclusion, I want to thank you
again for this opportunity to express the views of our members on these important
issues as you consider the fiscal year 2012 budget. We realize that those charged
as caretakers of the taxpayers’ money must budget wisely and make decisions based
on many factors. As tax dollars dwindle, the degree of difficulty deciding what can
be addressed, and what cannot, grows significantly.

AFSA contends that it is of paramount importance for a nation to provide quality
healthcare and top-notch benefits in exchange for the devotion, sacrifice, and service
of military members. So, too, must those making the decisions take into consider-
ation the decisions of the past, the trust of those who are impacted, and the nega-
tive consequences upon those who have based their trust in our Government? We
sincerely believe that the work done by your committees is among the most impor-
tant on the Hill. On behalf of all AFSA members, we appreciate your efforts and,
as always, are ready to support you in matters of mutual concern.

The Air Force Sergeants Association looks forward to working with you in this
112th Congress.

Chairman INOUYE. I can assure you that the matter of the unem-
ployﬁd and homeless will be a very high priority. Thank you very
much.

Sergeant McCAUSLIN. Thank you, Senator.

Chairman INOUYE. Senator Cochran.

Senator COCHRAN. Thank you for bringing these facts and figures
to our attention. It occurs to me that we need to give this our best
consideration. I think you can be assured that that will happen.

Sergeant McCAUSLIN. Thank you, sir.

Chairman INOUYE. Senator Shelby.

Senator SHELBY. Mr. Chairman, just an observation. Sergeant,
Mr. McCauslin

Sergeant McCAUSLIN. Yes, sir.

Senator SHELBY [continuing]. You speak well for the Sergeants
Association. There are a lot of you, but you had a distinguished
military record yourself. I was just reading that. You’re to be com-
nillended. You're a good spokesman for them. Thank you. We respect
that.

Sergeant McCAUSLIN. Thank you, sir.

Chairman INOUYE. Thank you very much, Sergeant.

Our next witness is Captain Connor, American Lung Association.
Captain.

STATEMENT OF CAPTAIN CHARLES D. CONNOR, UNITED STATES NAVY
(RETIRED), PRESIDENT AND CHIEF EXECUTIVE OFFICER, AMER-
ICAN LUNG ASSOCIATION

Captain CONNOR. Thank you very much, Senator. It’s a pleasure
to be here. Mr. Chairman, with your permission, I would like to
pass on the greetings of two of your admirers in Honolulu I met
with last week, Dr. Michael Chun and Aaron Mahi. I'm passing on
their greetings to you this morning.

I'm, as you said, a retired Navy captain. I'm President and CEO
of the American Lung Association. The American Lung Association
has been around for more than 100 years and our mission is to
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save lives by improving lung health and fighting lung disease. We
do this through three big things: research, advocacy, and edu-
cational programs.

I'd like to take a few seconds of the subcommittee’s time to talk
about three big things today: the terrible burden on the military
caused by tobacco use and the need for DOD to start combatting
it; to ask your consideration for restoring funding for the peer-re-
viewed lung cancer research program to $20 million; and third, to
discuss briefly what you’ve heard about this morning already,
which is the threat posed by our soldiers in Iraq and Afghanistan
to toxic pollutants in the air.

Firstly, let me address tobacco use if I may. Tobacco use, as you
well know, is the leading cause of preventable death in the United
States today. Not surprisingly, it is also a very significant problem
in our military as well. DOD has made some small progress, but
much, much more needs to be done. Currently the smoking rate for
civilians in America is about 20 percent. It’'s about 30 percent in
the military, 30.5 exactly, and we think the combat arms people in
deployed status, it’s probably much higher than that. The highest
smoking rates in the military are for those people between 18 and
25, especially soldiers and marines.

More than one in seven active duty personnel begin smoking
after they join the military. So it’s a very, very severe problem.

The use of tobacco is a severe compromiser of readiness and per-
formance. Studies have shown that smoking is the best predictor
of training failure and it’s also been shown to increase soldiers’
chances of physical injury and hospitalization. Now, you may have
been surprised, as I was, to see the Secretary of Defense in the last
year for the first time in my recollection complain about the cost
of military healthcare. The biggest driver of healthcare is tobacco
use. So the Pentagon spends over $1.6 billion of appropriated funds
in treating tobacco-related medical care, increased hospitalization,
and lost days of work.

Just 2 years ago, the Institute of Medicine issued a big thick re-
port I could have brought today entitled “Tobacco Use in the Mili-
tary and Veterans Population.” The panel found that tobacco con-
trol does not have a very high priority in the military—that’s what
we think as well—and that it will take a long time to get the mili-
tary off tobacco. They suggested as long as 20 years.

So the American Lung Association believes now is the time to at-
tack this problem if it’s going to take that long, and DOD is over-
due in announcing how it intends to implement those recommenda-
tions.

Two other things briefly in the minute I have left. We strongly
support the lung cancer research program in the congressionally di-
rected medical research program. We urge you to restore it to its
original intent and the $20 million. The original intent was for
competitive research grants and priority given to deployment of in-
tegrated components to identify, treat, and manage early curable
lung cancer.

Last, I will not repeat what you've heard already today, but we
are extremely concerned about the respiratory disease of soldiers
and marines coming back from theater. We recommend DOD im-
mediately begin to find alternatives to burning trash for waste dis-
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posal and to make burn pits more efficient. We also urge DOD to
take steps to minimize troop exposure to pollutants and to further
monitor pollution efforts. We think military people should be meas-
ured for respiratory illness before they go to theater and then com-
ing back, so that we can compare apples to apples, so to speak,
without comparing military respiratory disease with the civilian
population. So I think there’s some attention that needs to be paid
to that.

Thank you very much.

[The statement follows:]

PREPARED STATEMENT OF CHARLES D. CONNOR

Mr. Chairman and members of the Committee, the American Lung Association is
honored to present this testimony to the Senate Appropriations Subcommittee on
Defense. The American Lung Association was founded in 1904 to fight tuberculosis
and today, our mission is to save lives by improving lung health and preventing
lung disease. We accomplish this through research, advocacy and education.

The American Lung Association wishes to call your attention to three issues for
the Department of Defense’s (DOD) fiscal year 2012 budget: the terrible burden on
the military caused by tobacco use and the need for the Department to aggressively
combat it; the importance of restoring funding for the Peer-Reviewed Lung Cancer
Research Program to $20 million; and the health threat posed by soldiers’ exposure
to toxic pollutants in Iraq and Afghanistan.

First, the American Lung Association is concerned about the use of tobacco prod-
ucts by the troops. The effects of both the health and performance of our troops are
significantly hindered by the prevalence of smoking and use of smokeless tobacco
products. As a result, we urge the Department of Defense to immediately implement
the recommendations in the Institute of Medicine’s 2009 Report, Combating Tobacco
Use in Military and Veteran Populations.

Next, the American Lung Association recommends and supports restoring funding
to $20 million for the Peer-Reviewed Lung Cancer Research Program (LCRP) within
the Department of Defense Congressionally Directed Medical Research Program
(CDMRP). Finally, the American Lung Association is deeply concerned about the
respiratory health of our soldiers in Iraq and Afghanistan. We urge the DOD to im-
mediately find alternatives to using burn pits, to track the incidence of respiratory
disease related to service, and to take other steps that will improve the lung health
of soldiers.

Combating Tobacco Use

Tobacco use remains the leading cause of preventable death in the United States
and not surprisingly, is a significant problem within the military as well. The DOD
has made some small progress, including its recent smokefree policy on submarines,
but significantly more will need to be done to reduce the billion dollar price tag that
comes with military personnel using tobacco products.

The 2008 Department of Defense Survey of Health Behaviors among Active Duty
Personnel found that smoking rates among active duty personnel have essentially
remained steady since 2002. However, smoking rates among deployed personnel are
significantly higher and, alarmingly, more than one in seven (15 percent) of active
duty personnel begin smoking after joining the service.

Currently, the smoking rate for active duty military is 30.5 percent, with smoking
rates highest among personnel ages 18 to 25—especially among soldiers and Ma-
rines. The Department of Veterans Affairs estimates that more than 50 percent of
all active duty personnel stationed in Iraq smoke.! The use of tobacco compromises
military readiness and the performance of our men and women in the armed forces.
Studies have found that smoking is one of the best predictors of training failure,
and it has also been shown to increase soldiers’ chances of physical injury and hos-
pitalization.2 Tobacco use not only costs the DOD in troop readiness and health—

1Hamlett-Berry, KW, as cited in Beckham, JC et al. Preliminary findings from a clinical dem-
onstration project for veterans returning from Iraq or Afghanistan. Military Medicine. May
2008; 173(5):448-51.

2Institute of Medicine. Combating Tobacco Use in Military and Veteran Populations. 2009; 3—
4.
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it also costs the DOD money. The Pentagon spends over $1.6 billion on tobacco-re-
lated medical care, increased hospitalization and lost days of work.3

In 2009, the prestigious Institute of Medicine (IOM) issued a report entitled, Com-
bating Tobacco Use in Military and Veteran Populations. The panel found “tobacco
control does not have a high priority in DOD or VA.” This report, which was re-
quested by both departments, issued a series of recommendations, which the Amer-
ican Lung Association fully supports and asks this Committee to ensure are imple-
mented.

The IOM recommendations include commonsense approaches to eliminating the
use of tobacco in the U.S. military. Some of the IOM’s recommendations include:

—Phase in tobacco-free policies by starting with military academies, officer-can-

didate training programs, and university-based reserve officer training corps
programs. Then the IOM recommends new enlisted accessions be required to be
tobacco-free, followed by all active-duty personnel;

—Eliminate tobacco use on military installations using a phased-in approach;

—End the sales of tobacco products on all military installations. Personnel often

have access to cheap tobacco products on base, which can serve to start and per-
petuate addictions;

—Ensure that all DOD healthcare and health promotion staff are trained in the

standard cessation treatment protocols;

—Ensure that all DOD personnel and their families have barrier-free access to

tobacco cessation services.

A recent investigation conducted by American Public Media4 highlights that the
discount price for tobacco products on base is significantly more—in some cases 20
percent—than the 5 percent permitted under law. The easiest way to end this prob-
lem is to end tobacco sales on all military installations.

The American Lung Association recommends that the Department of Defense im-
plement all recommendations called for in the 2009 IOM report. The IOM has laid
out a very careful, scientifically based road map for the DOD to follow and the
American Lung Association strongly urges the Committee to ensure that the report’s
recommendations be implemented without further delay.

Peer Reviewed Lung Cancer Research Program

The American Lung Association strongly supports the Lung Cancer Research Pro-
gram (LCRP) in the Congressionally Directed Medical Research Program (CDMRP)
and its original intent to research the scope of lung cancer in our military.

In fiscal year 2011, LCRP received $12.8 million. We urge this Committee to re-
store the funding level to the fiscal year 2009 level of $20 million. In addition to
the reduced funding, the American Lung Association is troubled by the change in
governance language of the LCRP authorized by the Congress in fiscal year 2010.
We request that the 2012 governing language for the LCRP be returned to its origi-
nal intent, as directed by the 2009 program: “These funds shall be for competitive
research . . . . Priority shall be given to the development of the integrated compo-
nents to identify, treat and manage early curable lung cancer”.

Troubling Lung Health Concerns in Iraq and Afghanistan

The American Lung Association is extremely troubled by reports of soldiers and
civilians who are returning home from Iraq and Afghanistan with lung illnesses in-
cluding asthma, chronic bronchitis and sleep apnea. Several new studies discussed
below show that the airborne particle pollution our troops breathe in these areas
may cause or contribute to these problems.

A recent DOD study found that air in several Middle East locations contained
high concentrations of desert sand, as well as particles that likely came from
human-generated sources—especially trash burned in open pits and diesel exhaust.
Breathing particulate matter causes heart attacks, asthma attacks, and even early
death. People most at risk from particulate matter include those with underlying
diseases such as asthma, but the health impact of particle pollution is not limited
to individuals with pre-existing chronic conditions. Healthy, young adults who work
outside—such as our young men and women in uniform—are also at higher risk.
Data from a 2009 study of soldiers deployed in Iraq and Afghanistan found that 14
percent of them suffered new-onset respiratory symptoms, a much higher rate than
their non-deployed colleagues. In a review of the DOD studies, the National Acad-
emy of Sciences National Research Council (NRC) concluded that troops deployed

3 Institute of Medicine. Combating Tobacco Use in Military and Veteran Populations. 2009; 56.

4Herships, Sally. “Military underprices tobacco more than law allows.” American Public
Media. http://marketplace.publicradio. org/dlsplay/web/2011/06/01/pm military-underprices-to-
bacco-more-than-law-allows/. Accessed June 3, 2
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in the Middle East are “exposed to high concentrations” of particulate matter associ-
ated with harm “affecting troop readiness during service” and even “occurring years
after exposure.” 5

Several studies, released in May at the American Thoracic Society 2011 Inter-
national Conference, show mounting evidence for the importance of solving these
problems. One large study showed that asthma rates in soldiers deployed to Iraq
are higher than in soldiers deployed elsewhere. The study also showed that soldiers
who served in Iraq had more serious asthma—i.e., lower lung function—than non
Iraq personnel. In fact, records show that 14 percent of medic visits in Iraq are for
respiratory issues, which is a higher percentage than from the previous Iraq war.6

There are several probable causes for this alarming prevalence of respiratory dis-
ease in our current war arenas. The most obvious cause is exposure to dust. There
are multiple kinds of dust from multiple sources in the Middle East. Measurements
show that the amount of harmful particles in the air is over 600 percent higher than
the levels considered acceptable for public health in the United States. More signifi-
cant sources of toxic air pollution are burn pits, which are lit with jet fuel and some-
times burn continuously for years. This method of disposing of trash can be incred-
ibly harmful to soldiers who work in the pits’ vicinity. Major explosions, IEDs, and
fungus can also cause harmful respiratory effects.”

While we know these problems exist, it is also clear that the DOD needs to do
a better job at identifying and tracking them. Respiratory disease is difficult to de-
tect, especially in personnel who are younger, healthier and more athletic than the
general population. Military personnel need to be tested for respiratory and lung
function pre-deployment so that doctors can make useful comparison with post-de-
ployment results, instead of comparing soldiers to the population average. Another
possible solution is to use non-traditional measures to detect problems—such as
ability to complete a 2-mile run, as suggested by one researcher.®

To protect the troops from the hazards discussed and resulting lung disease, the
American Lung Association recommends that DOD begin immediately to find alter-
natives to burning trash for waste disposal and/or make burn pits more efficient.
We also strongly urge DOD to take steps to minimize troop exposure to pollutants
and to further monitor pollution levels. Military doctors also must develop better
ways to measure and track lung disease in military personnel, including taking
baseline measures prior to deployment and creating a national registry to track all
veterans who were exposed to these pollutants while in Iraq and Afghanistan. These
problems are pervasive throughout the military, and DOD officials need to take
leadership roles in creating positive change.

Conclusion

Mr. Chairman, in summary, our Nation’s military is the best in the world and
we should do whatever necessary to ensure that the lung health needs of our armed
services are fully met. Our troops must be protected from tobacco and unsafe air
pollution and the severe health consequences. Thank you for this opportunity.

Chairman INOUYE. I thank you very much, Captain. I'm one of
the one out of seven. I began smoking after I got in, but I quit. But
all of us received in our K rations a pack of four cigarettes free.
That’s how we learned.

Senator Cochran.

Senator COCHRAN. We appreciate very much your being here
today and bringing this reminder to our attention. It’s something
that we need to work hard on and I hope we can be successful. It
seems to me that this is probably the most preventable kind of
medical problem that we can work on and the chairman has cer-

5National Academy of Sciences, National Research Council. Review of the Department of De-
fense Enhanced Particulate Matter Surveillance Program Report. 2010. http:/www.nap.edu/
catalog/12911.html. Accessed June 7, 2011.

6 Szema, Anthony M. Overview of Exposures And New Onset Asthma In Soldiers Serving In
Iraq And Afghanistan. As presented at American Thoracic Society 2011 International Con-
ference, May 18, 2011.

7Szema, Anthony M. Overview Of Exposures And New Onset Asthma In Soldiers Serving In
Iraq And Afghanistan. As presented at American Thoracic Society 2011 International Con-
ference, May 18, 2011.

8 Miller, Robert. Constrictive Bronchiolitis Among Soldiers Exposed To Burn Pits, Desert Dust
And Fires In Southwest Asia. As presented at American Thoracic Society 2011 International
Conference, May 18, 2011.
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tainly indicated a willingness to cooperate, so I think you can look
forward to cooperation from this subcommittee.

Captain CONNOR. Thank you.

Mr. Vice Chairman, if I may, I'd like to leave behind a very re-
cent article from the American Journal of Public Health, which
fully reveals the extent to which the tobacco industry has got its
hands in the Senate and the House. We actually have enshrined
into law, if you can believe it, obstacles to DOD attacking the
smoking problem. So with your permission, I'd like to leave that be-
hind.

Chairman INOUYE. Without objection, it will be made part of the
record.

[The information follows:]

[From the American Journal of Public Health, March 2011]

FORCING THE NAVY TO SELL CIGARETTES ON SHIPS: HOW THE TOBACCO INDUSTRY
AND PoLITICIANS TORPEDOED NAVY TOBACCO CONTROL

(Naphtali Offen, Sarah R Arvey, Elizabeth A Smith, Ruth E Malone)

In 1986, the U.S. Navy announced the goal of becoming smoke-free by 2000. How-
ever, efforts to restrict tobacco sales and use aboard the USS Roosevelt prompted
tobacco industry lobbyists to persuade their allies in Congress to legislate that all
naval ships must sell tobacco. Congress also removed control of ships’ stores from
the Navy. By 1993, the Navy abandoned its smoke-free goal entirely and promised
smokers a place to smoke on all ships. Congressional complicity in promoting the
agenda of the tobacco industry thwarted the Navy’s efforts to achieve a healthy mili-
tary workforce. Because of military lobbying constraints, civilian pressure on Con-
gress may be necessary to establish effective tobacco control policies in the armed
forces. (Am J Public Health. 2011;101:404—411. doi: 10.2105/AJPH.2010.196329)

At more than 30 percent,! 2 the prevalence of smoking in the military is 50 per-
cent higher than is the civilian rate, with a 40 percent prevalence among those aged
18 to 25 years3 and nearly 50 percent among those who have been in a war
zone.2 4 From 1998 to 2005, tobacco use in the military increased 7.7 percent, from
29.9 percent to 32.2 percent, reversing the decline of prior decades.# A tobacco-
friendly military culture persists, including the availability of cheap tobacco prod-
ucts,® liberal smoking breaks,® and easily accessible smoking areas.® 7 Smoking
damages health and readiness® 9 10 11 and increases medical and training

1Bray RM, Hourani LL. Substance use trends among active duty military personnel: findings
from the United States Department of Defense Health Related Behavior Surveys, 1980-2005.
Addiction. 2007;102(7):1092-1101.

2Volkow ND. Director’s perspective: substance abuse among troops, veterans, and their fami-
lies. NIDA Notes. 2009; 22(5):1092-1101.

3Bray RM, Hourani LL, Olmsted DLR, et al. 2005 Department of Defense survey of health
related behaviors among active duty military personnel: a component of the Defense Lifestyle
Assessment Program (DLAP). December 2006. Prepared by RTI International. Report No.

DAMD 17-00-2-0057. Available at: http://www.ha.osd.mil/special reports/
2005 Health Behaviors Survey 1-07.pdf. Accessed May 10, 2010.

4Institute of Medicine. Combating Tobacco Use in Military and Veteran Populations. Wash-
ington, DC: National Academic Press; 2009.

5Smith EA, Blackman VS, Malone RE. Death at a discount: how the tobacco industry thwart-
ed tobacco control policies in U.S. military commissaries. Tob Control 2007;16(1):38-46.

6 Haddock CK, Hoffman KM, Peterson A, et al. Factors which influence tobacco use among
junior enlisted in the United States Army and Air Force: a formative research study. Am
Health Promot. 2009;23(4):241-246.

7Jahnke SA, Haddock CK, Poston WS, Hoffman KM, Hughey J, Lando HA. A qualitative
analysis of the tobacco control climate in the U.S. military. Nicotine Tob Res. 2010;12(2):88-95.

8 Dept of the Navy, Office of the Secretary. SECNAYV instruction 5100.13E, Navy and Marine
Corps tobacco policy. Available at: http://www. mccsmiramar.com/pdfs/5100 13E.pdf. Accessed
March 3, 2010.

9Conway T, Cronan T. Smoking, exercise, and physical fitness. Prev Med. 1992;21(6):723-734.

10Zadoo V, Fengler S, Catterson M. The effects of alcohol and tobacco use on troop readiness.
Mil Med. 1993;158(7): 480—484.

11 Conway TL. Tobacco use and the United States military: a longstanding problem. Tob Con-
trol. 1998; 7(3)219 221.
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costs.12 13 14 15 Tn addition to short-term effects, such as impairment to vision and
hearing, long-term consequences include lung and other cancers, cardiovascular dis-
ease, chronic obstructive pulmonary disease, and problematic wound healing.# The
U.S. Department of Defense spends more than $1.6 billion annually on tobacco-re-
lated health care and absenteeism.*

In addition to compromised military readiness and Department of Defense ex-
penses, a tobacco-friendly military culture takes a societal toll—economic and
human—Ilong after military personnel return to civilian life. The Department of Vet-
erans Affairs spent $5 billion in 2008 treating veterans with chronic obstructive pul-
monary disease, a diagnosis most often associated with smoking.4 Lifelong smokers
have a 50 percent chance of dying prematurely.* Most costs must be borne by the
veteran: in 1998, Congress denied disability pensions to tobacco-sickened veterans
who began to smoke during their service, initially labeling smoking in the military
as “willful misconduct.” 16

Department of Defense Directive 1010.10, issued in 1986, established a baseline
“policy on smoking in the DOD [Department of Defense] occupied buildings and fa-
cilities.” 17 The policy emphasized a healthy military that discouraged smoking and
designated authority to the services and to individual commanders to set specific
policies.’® However, subsequent attempts to set such policies achieved limited re-
sults,19 20 in part because of the tobacco industry’s influence on Congress.> 18

The industry successfully lobbied Congress to prevent the military from raising
the prices of tobacco products sold in military stores,5 and to ensure that in-store
tobacco promotions would not be prohibited.l® Congress also prevented the army
from implementing a stronger tobacco control policy than that set by Directive
1010.10, although the directive was intended to be a policy floor upon which the
services could expand.1® To achieve its goals, Congress privately pressured military
tobacco control advocates,® publicly scolded them,? interfered with funding for mili-
tary programs,® and passed laws preventing the establishment of recommended to-
bacco control policies.> 16

We examined an attempt by a former captain of the USS Theodore Roosevelt to
ban smoking on the aircraft carrier and showed how tobacco industry lobbyists,
working through their allies in the U.S. Congress, were successful in stymieing his
efforts and forcing the Navy to sell cigarettes on all ships.

METHODS

As part of a larger project examining tobacco industry influence on the U.S. mili-
tary, we searched internal tobacco industry documents released following the Mas-
ter Settlement Agreement.2! Data were collected from the University of California,
San Francisco Legacy Tobacco Documents Library (available at: http:/legacy. li-
brary.ucsf.edu) and Tobacco Documents Online (available at: http:/
tobaccodocuments.org). Initial search terms included “Navy/smokefree” and “Navy/
cigarettes”; we used a snowball approach to locate additional material.22 We also

12Helyer AJ, Brehm WT, Perino L. Economic consequences of tobacco use for the Department
of Defense, 1995. Mil Med. 1998;163(4):217-221.

13 Klesges RC, Haddock CK, Chang CF, Talcott GW, Lando HA. The association of smoking
and the cost of military training. Tob Control. 2001;10(1):43—47.

14Dall TM, Zhang Y, Chen YJ, et al. Cost associated with being overweight and with obesity,
high alcohol consumption, and tobacco use within the military health system’s TRICARE prime-
enrolled population. Am J Health Promot. 2007; 22(2):120-139.

15Woodruff SI, Conway TL, Shillington AM, Clapp JD, Lemus H, Reed MB. Cigarette smoking
and subsequent hospitalization in a cohort of young U.S. Navy female recruits. Nicotine Tob Res.
2010; 12(4):365-373.

16 Offen N, Smith EA, Malone RE. “Willful misconduct”: how the U.S. government prevented
tobacco-disabled veterans from obtaining disability pensions. Am J Public Health.
2010;100(7):1166-1173.

17Taft WH. Department of Defense Directive 1010.10 Health Promotion. March 11, 1986. Phil-
ip Morris collection. Bates no. 2047563159/3166. Available at: http:/legacy.library.ucsf.edu/tid/
des52e00. Accessed October 23, 2006.

18 Arvey S, Malone RE. Advance and retreat: tobacco control policy in the U.S. military. Mil
Med. 2008;173(10):985-991.

19 Smith EA, Malone RE. Tobacco targeting of military personnel: “The plums are here to be
plucked.” Mil Med. 2009;174(8):797-806.

20 Smith EA, Malone RE. “Everywhere the soldier will be”: wartime tobacco promotion in the
U.S. military. Am J Public Health. 2009;99(9):1595-1602.

21 National Association of Attorneys General. Master Settlement Agreement. Available at:
http://www.naag.org/upload/1109185724 1032468605 cigmsa.pdf. Accessed July 7, 2009.
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Control. 2000;9(3):334-338.
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searched the LexisNexis database for media coverage,23 the Library of Congress
Thomas database of legislative history,2¢ and the U.S. Code collection at Cornell
University Law School,25 and conducted Internet searches for supplemental docu-
ments. We attempted to interview all principals in this case study and spoke with
the former captain of the USS Roosevelt, Admiral Stanley Bryant (November 9,
2009) and former Navy Master Chief Petty Officer James Herdt (January 14, 2010),
both of whom advocated for the USS Roosevelt policy change. We also interviewed
former Secretary of the Navy John Dalton (October 22, 2009), who opposed the pol-
icy. Otherwise unattributed quotations from these individuals are taken from the
interviews. Our inability to secure other interviews is a limitation of this study. We
analyzed approximately 340 industry documents and 80 documents from other
sources using an interpretive approach, chronologically organizing our findings as
a descriptive case study.26 27

RESULTS

Following Directive 1010.10, some Navy leaders began to propose policies to re-
duce smoking among their personnel. As early as 1986, Chief of Naval Operations
James Watkins (1982-1986) proposed a tobacco-free Navy,28 a goal reiterated in
1990 by the Navy surgeon general, Vice-Admiral James Zimble (1987-1990).29 In
February 1992, the Navy issued Instruction 6100.2, emphasizing tobacco-use pre-
vention, cessation, and the protection of nonsmokers from secondhand smoke.39 As
a result, a number of ships restricted tobacco sales by limiting the number of brands
carried, raising prices, or not selling tax-free cigarettes.3! Some ships restricted
smoking to limited venues,3! tobacco-related promotional activities were curtailed at
one Navy exchange,32 and naval hospitals ashore went smoke-free.33 In early 1993,
Navy Surgeon General Donald Hagen (1991-1995) asked the Office of the Secretary
of Defense to end tobacco product price subsidies in commissaries and exchanges in
all service branches, arguing that low cigarette prices contributed to high rates of
smoking in the military.34 By late 1993, the Office of the Secretary of Defense had
not responded.35 36 (Cigarette prices in commissaries remained low, and only in
1996 were they marginally increased, at the instigation of an Assistant Secretary
of Defense.)?

USS Roosevelt Bans Smoking

Shortly after assuming command of the aircraft carrier Theodore Roosevelt, Cap-
tain Stanley W. Bryant announced that the ship would become entirely smoke-free
by July 1993, including an end to cigarette sales in the ship’s store. Motivated by

23 LexisNexis Academic Web site. Available at: http://www.lexisnexis.com/us/lnacademic.
Accessed September 20, 2008.
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25 Cornell University Law School US Code collection. Available at: http:/www.law.cornell.edu/
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Accessed January 16, 2008.
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